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” PLANNING this presentation, I purposely 
selected a rather cautious title, because of the 
many dangers which are inherent in this problem 
and of which I am sure most physicians are quite 
well aware. Despite a long interest in the sub- 
ject of jaundice and the advantage of having had 
considerable and varied clinical material at the 
University hospitals, I would be the first to admit 
that the differential diagnosis of jaundice is by 
no means a closed chapter. In fact, it is being 
continually rewritten, and I have no doubt that 
important additions will be made in the not distant 
future. 

As any physician must, I shall commence at the 
bedside with the history and physical examina- 
tion. I shall not consider either of these areas 
exhaustively but only certain points that I believe 
need special emphasis. The history of pain, even 
of typical biliary colic, should not induce one 
to conclude too readily that there is a common 
duct stone. As have others, we have repeatedly 
encountered such attacks in cases of cirrhosis, 
less often in hepatitis, and still less frequently 
in patients with primary carcinoma of the com- 
mon duct or ampulla. Distinct chills point rather 
clearly toward common duct stones, especially if 
accompanied by spiking fever. They may be 
met with, however, in cases of carcinoma of the 
ampulla or common duct with associated cho- 
langitis, and they are observed at times in infec- 
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tious hepatitis, but here they are largely limited 
to the pre-icteric or prodromal period, disappear- 
ing with the onset of jaundice. 

One must, of course, give strict heed to any his- 
tory of chemical exposure, especially to such sub- 
stances as cinchophen or carbon tetrachloride, but 
in recent years a great deal of evidence has ac- 
cumulated that the accidental transmission of the 
virus of homologous serum hepatitis, by means of 
parenteral therapy or even simple needle punc- 
ture, is a matter of no little moment to the whole 
problem of jaundice. The incubation period most 
often is between two to four months, although 


there are well-recognized exceptions on either 


side of this range. The possibility of homologous 
serum hepatitis must be seriously entertained in 
any individual who became jaundiced approxi- 
mately three months after a procedure has been 
carried out which involved needle puncture. 
There is sufficient reason to believe that the virus 
may be transmitted by such simple means as needle 
puncture for blood cell counting or micro blood- 
sugar determinations, so that it behooves all of 
us to pay more attention to sterilization of our 
equipment. 

I shall consider only a few points in the physi- 
cal examination that I believe need additional 
emphasis. The first of these is the so-called 
foetor hepaticus, liver breath, or amine odor. The 
exact nature of this curious odor is still unknown. 
Its presence strongly suggests a diffuse paren- 
chymal liver disease or medical jaundice, especially 
when it is outspoken and pervading the patient’s 
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room. Even milder degrees, noticeable only dur- 
ing the close examination of the patient, are usu- 
ally related to parenchymal jaundice rather than 
extrahepatic biliary obstruction. No one has been 
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_ Fig, 1. Schematic drawing of pathological physiology of 
jaundice. 


able to describe the odor with any precision, and 
some recognize it much more easily than others. 
It is ominous but not necessarily fatal in its sig- 
nificance. 

The presence of multiple and especially of large 
spider nevi over the neck, shoulders, arms, hands, 
and upper thorax constitutes a physical finding 
which points clearly toward medical rather than 
surgical jaundice. These may appear with an 
acute hepatic injury and disappear with healing. 

Most physicians are well aware, I am sure, that 
if the liver is demonstrably small or not signifi- 
cantly enlarged in the presence of marked jaun- 
dice, especially if the latter has been present for 
several weeks or longer, the cause-is more likely 
to be a diffuse parenchymal disorder. It is per- 
haps less often appreciated that a markedly en- 
larged liver is not too uncommon in both hepatitis 
and cirrhosis as well as certain types of injury 
associated with fatty metamorphosis, so that in- 
creased size or even tenderness is of relatively 
little help in the differential diagnosis of jaundice. 
The most important physical sign of all is one 
that is too frequently overlooked, namely, that 
of the palpable, smooth, non-tender, distended gall 
bladder, a sign which is almost pathognomonic 
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of carcinoma of the pancreas or main bile duc's. 
This is often referred to as Courvoisier’s sign, but 
wrongly so, since Courvoisier was a pathologist 
and his statements? in this direction related only 
to the incidence of atrophic or shrunken gall bla«- 
ders in cases of common duct stone, and of dis- 
tended gall bladder in cases of cancer of the pan- 
creas or bile duct. He called attention to the rela- 
tive frequency of these two phenomena but did 
not offer his observations as a law nor describe 
a clinical sign. In this connection it should be 
emphasized that a markedly distended gall blad- 
der may not be palpated at times, as in some 
instances it is well hidden below the right lobe 
of the liver and does not present against the 
abdominal wall. Thus the sign is of importance 
only when positive, but then it is of the greatest 
importance and should not be neglected. The dis- 
tended gall bladder of this type is often visible 
as well as palpable, sometimes, in fact, being bet- 
ter seen than felt. 

Splenic enlargement in a case of jaundice 
greatly favors a medical rather than a surgical 
type, but there are some exceptions, notably stric- 
tures of the common duct or common duct stones 
of long standing with secondary biliary obstruc- 
tive cirrhosis. 

The presence of melanosis of the skin in addi- 
tion to jaundice is always suggestive of cirrhosis. 
This is frequently associated with a loss of axil- 
lary hair, and it is of some importance that cir- 
rhosis of the liver is distinctly more common in 
relatively hairless individuals. 

We may turn now to a brief consideration of 
the pathological physiology of jaundice with par- 
ticular relation to laboratory diagnosis. This has 
been considered in more detail elsewhere.’”™ 
The schematic drawing shown in Figure 1* is 
a somewhat oversimplified plan, embodying con- 
cepts for which the majority of available evidence 
speaks, and based in part upon the fundamental 
classification of jaundice provided some years 
ago by Rich.* In Figure 1 it is seen that a bili- 
rubin protein complex is brought to the liver in 
the blood stream. As indicated in the figure, the 
protein to which this bilirubin is attached is prob- 
ably the original globin of the hemoglobin mole- 
cule. This bilirubin complex has come directly 
from destroyed hemoglobin, either from old red 





*Permission to publish this figure granted by Grune and Strat- 
ton, Inc., New York. C. J. Watson: Some newer concepts of 
the natural derivatives of hemoglobin. Blood, The Journal of 
Hematology, 1:99, 1946. 
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blood cells which are undergoing destruction every 
day in the reticuloendothelial system generally, 


or under pathological circumstances, from such 
areas as extravasations of blood or pulmonary 
The formation of bilirubin is also in- 
creased, of course, whenever there is an increase 
in the rate of blood destruction, as in hemolytic 
In such instances the heightened bili- 
rubin production is often mainly in the spleen. 


infarcts. 


anemias. 


Retention jaundice may be defined as an ab- 
normal accumulation of the bilirubin protein com- 
plex in the blood—in other words, an hepatocel- 
lular inability to clear the blood of this substance. 
This type of bilirubin is characterized by a de- 
layed or indirect van den Bergh reaction and by 
a failure of bilirubin to appear in the urine. Un- 
der normal circumstances bilirubin is excreted al- 
most completely into the bile, the normal con- 
centration in the plasma probably not exceeding 
1.0 mg. per 100 c.c. In the process of excretion 
into the bile the combination with protein is bro- 
ken. Bilirubin in the bile is in all likelihood a 
sodium salt. The majority of evidence indicates 
that bile containing this sodium bilirubinate may 
gain access to the blood either because of in- 
creased intrabiliary pressure or because of injury 
of the finer intrahepatic biliary radicals or chol- 
angioles. This abnormal transit of bile into 
the blood is synonymous with regurgitation jaun- 
dice. The sodium bilirubinate in the blood is 
characterized by a prompt van den Bergh reaction. 
This substance readily passes into the urine. The 
prompt van den Bergh reaction is best defined 
as that which occurs within the first minute.’ 
Thus, regurgitation jaundice is characterized by 
a prompt van den Bergh reaction and bilirubinuria. 
There is considerable evidence that the weakest 
point in the intrahepatic biliary tract—that from 
which the regurgitation under the circumstances 
mentioned is most likely to occur—is the ampulla 
of the bile capillary. Interestingly enough, Asch- 
off! spoke of this as the “Achilles heel” of the 
biliary tract. Studies by Eppinger* and by Ohno‘ 
and his associates bear out this concept. There 
is considerable evidence that the regurgitated bile 
first gains access to the lymph spaces and thence 
via the thoracic duct, or in part directly, to the 
blood. 

While Rich’s fundamental subdivision of jaun- 
dice into the two main forms, retention and re- 
gurgitation, is of considerable value as a primary 
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method, it is insufficient from the practical stand- 
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TABLE I. THE MAIN FORMS OF JAUNDICE FROM 


FUNDAMENTAL AND PRACTICAL STANDPOINTS 









Retention jaundice—hepatocellular inability to remove) 
bilirubinglobin from the blood. 
Hemolytic jaundice 
Constitutional hepatic dysfunction 
Mild hepatocellular injury 


Regurgitation jaundice—cholangiolar leakage of bile to > Medical 
lymph and thence to blood. 
.Infectious hepatitis 
Moderate or severe hepatic injury of various causes 
Henatic cirrhosis 
Diffuse hepatic carcinomatosis, Hodgkin’s disease, 
or lymphoblastoma j 








Extrahepatic biliary obstruction due to: 
Cancer and related conditions 
Calculus 
Stricture 
And with or without a secondary, obstructive 
biliary cirrhosis, 


Surgical 





point of distinguishing medical and surgical jaun- 
dice, as may be seen in Table I. This has been 
discussed elsewhere."* _ 

It is noted in Table I that all of the types of 
retention jaundice are medical (except for the 
question of splenectomy in cases of hemolytic 
jaundice). It is also noted that there are many 
examples of medical jaundice in the regurgitation 
group, and this should be emphasized because it 
has often been thought that if the van den Bergh 
reaction on the blood serum is of prompt direct 
type and there is bilirubin in the urine, the patient 
is suffering from an extrahepatic biliary obstruc- 
tion which requires surgical treatment. As a mat- 
ter of fact there are fully as many and probably 
more cases of medical regurgitation jaundice. It 
should also be noted that all of the types of re- 
gurgitation jaundice listed are undoubtedly asso- 
ciated with some degree of retention jaundice, 
generally more with the medical and less with 
the surgical types. 

Although I have been discussing the pathologic 
physiology and biochemistry of jaundice, we may 
still consider ourselves to be at the bedside since 
there are two simple laboratory tests which may be 
thought of as bedside tests. Both are procedures 
which the practicing physician can carry out in 
the home since they require but little equipment, 
and this is such that it can easily be carried in the 
physicians’ bag; and what is fully as important, 
they require but little time for execution. The 
first is the simple test for bilirubin in the urine. 
The method which we prefer is the barium strip 
modification of Harrison’s test.127 The barium 
impregnated strip is held briefly in the urine sam- 
ple to be tested. The urine runs up the strip by 
capillary attraction, and at the surface of the 
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urine any bilirubin which may be present is con- 
centrated. One then drops upon this surface area 
one or two drops of Fouchet’s reagent, and a green 
color appears if bilirubin is present. The finding 
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of bilirubin in the urine at once classifies the case 
in the regurgitation jaundice group but, as seen in 
Table I, it does not distinguish medical from sur- 
gical jaundice. It simply narrows the field. 

The other bedside chemical test is the urine 
Ehrlich reaction to which urobilinogen is the main 
but not the sole contributor.*?°'*5 A brief sum- 
mary of urobilinogen physiology is given in Fig- 
ure 2.+ Here it is seen that the sodium biliru- 
binate, to which we have already referred, is 
reduced in the colon to two chromogens, the com- 
posite of which is designated as urobilinogen. It 
is further seen that this urobilinogen is partly 
reabsorbed into the portal circulation returning to 
the liver. Under normal circumstances little or 
none of this reabsorbed fraction enters the gen- 
eral circulation, but, in most instances of hepato- 
cellular functional disturbance, even though transi- 
tory, variable fractions are permitted to enter the 
general circulation and are excreted in the urine. 
In considering Figure 2, it may be noted that the 
feces Ehrlich determination,'* or the determination 
of milligrams of urobilinogen per day in the fe- 
ces, which is preferable but is much more time 
consuming and difficult, gives an insight as to the 
interference in the outflow of bile from the liver. 
If there is complete biliary obstruction, as in 
cases of cancer of the pancreas, little or no uro- 
bilinogen is found in the feces. In cases of reten- 

Seaiaien to publish this figure ie Gente’ by Annals of Inter- 


nal Medicine. C i. Watson and uer: Liver func- 
tion in hepatitis. nnals of eR Medicine, 26:813, 1947. 
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tion jaundice, the feces urobilinogen determina- 
tion is of value because it serves to distinguish 
hemolytic jaundice in which the amount is sig- 
nificantly and often markedly increased. 

The colorimetry of the urine Ehrlich reaction 
has been described in detail elsewhere**> but may 
be summarized in Table II. 

It will be noted in Table II that a urine 
sample collected from 2:00 to 4:00 p.m. is pre- 
ferred. This is because of the fact that if an ex- 
cessive amount of urobilinogen appears in the 
urine during a twenty-four-hour period, it is more 
likely to be observed in the afternoon, probably 
because of metabolic activity. The actual colorim- 


TABLE II. COLORIMETRY OF URINE EHRLICH 
REACTION 





2.5 c.c. of a rT } sumgte 6 (preferals the total amount obtained 
between 2 to 4 tlich’s reagent + 5 c.c. 
saturated aqueous “tion ome solution. 
2.5 c.c. of urine + 5 c.c. saturated aqueous sodium acetate 
solution + 2.5 c.c. Ehrlich’s reagent. (This is the blank.) 
Comparator block (pontacyl standard) or photoelectric col- 
orimeter. 
mS... oe unit=color intensity of 1 mg. urobilinogen per 





TABLE III. SOME CHARACTERISTIC PATTERNS OF 
URINE EHRLICH AND BARIUM STRIP TESTS IN 
CASES OF JAUNDICE 





Urine Urine 
Ehrlich Bilirubin 


1, 0 


Type of Jaundice 





++++ Re Augeeaietion es may be either 
ical or surgical. “Little or no bile 

poem mal intestine. 

Retention jaundice or liver disease with- 

out jaundice. Often noted in hemolyt- 

= jaundice; also in hepatic cirrhosis. 

3% tttt+ +4+4+4+ er a —— more likely 

ical, either hepatitis or cirrhosis. 


2. ++4++ 0 





etry which is referred to in Table II is of value 
in eliminating the personal equation in gauging 
the intensity of the color reaction and also for pur- 
poses of serial determination over a period of 
time. Further than this, if a short period sample 
covering a two-hour interval is employed, the fac- 
tors of dilution and concentration are largely ob- 
viated. Nevertheless, a single observer, as for 
example a practicing physician, who cares to em- 
ploy the simple qualitative test (line 1 in Table 
II) will be able to gain considerable information 
from it, especially if serial samples are employed. 
If the same individual is looking at the reactions, 
he is able to gauge fairly well the changes in in- 
tensity which may occur, and he can often draw 
valuable conclusions from these changes. 

While it is true that the barium strip test for 
bilirubin in the urine and the urine Ehrlich re- 
action often, and in fact usually, do not permit a 
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definite diagnosis by themselves, they are never- 
theless of considerable help in getting the ex- 
aminer on the right track, when combined with 
the history and physical examination. What I 
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One has had to recognize in studying liver func- 
tion clinically, and especially with respect to dif- 
ficult problems of jaundice, that it is necessary to 
make a composite study rather than to pin one’s 
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Fig. 3. Results of composite liver function studies in uncomplicated biliary obstruction (Case 1) as contrasted with hepatitis 


(Case 2). 


mean by this is perhaps best indicated in Table 
III. This has been discussed in a previous com- 
munication." 

There is little doubt that one can often gain 
more exact information if the per diem uro- 
bilinogen excretion in urine and feces can be 
determined. The characteristic ranges are shown 
in Table IV.1? 

Unfortunately there are many cases of jaun- 
dice in which, despite a careful history, physical 
examination and the use of simple laboratory tests, 
the enigma persists and the question of medical 
or surgical jaundice has not been answered. If 
one would avoid a needless operation which may 
even prove to be the fatal straw in the case of 
Severe parenchymal hepatic disease, or if one 
would not overlook a silent common-duct stone 
or a carcinoma that may be operable, it is neces- 
Sary in such instances to turn to the laboratory 
for additional aid. Although I have not kept any 
exact records on the point, I am inclined to believe 
that 60 to 70 per cent of all cases of jaundice may 
be diagnosed at the bedside without the aid of any 
special laboratory methods. The use of the latter 
probably increases one’s efficiency to from 85 to 
“O per cent. 
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TABLE IV. UROBILINOGEN EXCRETION 
Type of Jaundice Feces Urine 
Retention: 
Hemolytic jaun- Markedly increased Normal to greatly 
dice increase 
Constitutional he- Normal Normal or slightly 
patic dysfunction increase 


Regurgitation: 
Biliary tract <5 mg. per day 
cancer 90% of cases 
Calculous >5 mg. per day 
90% of cases 


n <0.3 mg. in 90% 
of cases 
n Normal to. greatly 
increased (with 
complications) 
Parenchymal (hep- Majority of cases 0-300 mg. Depends 
atitis, cirrhosis, —>5 mg. per day. largely on stage 
or other diffuse Some have less for of disease. 
liver disease) several days or weeks 
at height of disease. 


Feces-urine ratio 
important: 


10 mg. 5.0 mg. 
x. 
600 mg. 500 mg. 





faith on but one or even two so-called liver func- 
tion tests. For some time we have used rather 
routinely and with considerable satisfaction, two 
liver function schedules: No. 1 for the non-jaun- 
diced, and No. 2 for the jaundiced patient.1* The 
No. 1 schedule includes the fractional serum bili- 
rubin, the barium strip test for bilirubin in the 
urine, the thymol turbidity test (which probably 
relates in the main to increases of lipo-8-globulin), 
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the Hanger cephalin cholesterol flocculation test 
(which relates mainly to abnormalities of the 
serum albumin and increases of y-globulin), and 
the bromsulfalein retention in per cent at forty- 
five minutes after intravenous administration of 
5 mg. of the dye per kilogram. In addition, the 
urine Ehrlich reaction (Table II) is determined 
on two successive days. If not significantly in- 
creased, the urine urobilinogen in milligrams is 
determined on a twenty-four-hour sample, and on 
this sample the urinary coproporphyrin is also de- 
termined. Schedule No. 2, with which we are 
more particularly concerned in the distinction of 
medical and surgical jaundice, omits the bromsul- 
falein test and the urinary coproporphyrin and in- 
cludes the serum total cholesterol and cholesterol 
esters, and the serum alkaline phosphatase. This 
schedule is shown in Figure 3, with the data from 
illustrative cases. The horizontal line between 
the N’s represents the usual normal or upper limit 
of normal for the various determinations. The 
values above this line indicate functional impair- 
ment, especially of hepatocellular type. The 
cephalin cholesterol flocculation test is indicated 
and recorded simply as 0 to 4-plus at the top of 
the thymol turbidity column. The key for the va- 
rious determinations is seen at the bottom of the 
figure. 

The findings for Case 1 in Figure 3 may be 
said to characterize a surgical jaundice, in other 
words, a pure cholangiolar functional impairment 
with little or no evidence of hepatocellular injury. 
By contrast one may note the findings in Case 
2 (Fig. 3). This is a profile from a case of ho- 
mologous serum jaundice. It was of interest that 
this patient, a housewife, aged thirty, had had a 
cholecystectomy about four months previously. 
This was followed by a wound abscess, at which 
time the patient was given three blood transfusions. 
She then appeared to recover and felt quite well 
for a period of three months. At the end of this 
time she became jaundiced without pain or fever, 
and after several weeks of jaundice was referred 
to the University Hospital in the belief that she 
might require an operation to remove a common 
duct stone. The composite liver function study, 
however, clearly revealed extensive diffuse hepatic 
functional impairment. As noted in Figure 3,** 
the liver profile of Case 2 indicates marked regur- 
gitation jaundice with almost complete exclusion 


**Permission to publish this figure granted by the Annals of 
Internal Medicine, C. J. Watson: The prognosis and treatment 
of hepatic insufficiency. Annals of Internal [Medicine (in press). 
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of bile from the intestine, a severe disturbance of 
the plasma proteins, thymol turbidity greatly 
elevated, and a positive cephalin cholesterol test, 
little or no elevation of the total cholesterol in 
spite of marked evidence of regurgitation jaun- 
dice, and a low cholesterol ester percentage, also 
a low normal alkaline phosphatase (this should be 
considerably elevated if jaundice of this degree 
were due to simple biliary obstruction such as a 
common duct stone). A liver biopsy was done 
which showed a rather marked diffuse hepatitis 
ind cirrhosis, clearly not the type of change that 
<ne would expect with an extrahepatic biliary 
obstruction. As a consequence of these findings an 
operation was avoided. With supportive treat- 
ment the patient improved considerably, although 
it seems unlikely that the liver will ever return 
completely to normal. 


Hoffbauer, Frame, and Meinert* have recently 
analyzed the experience in this laboratory with 
the non-pigment group of determinations included 
in schedule No. 2 (Fig. 3). This study, which 
was limited to proven cases of medical or surgical 
jaundice, clearly reveals the relative value of the 
cephalin cholesterol flocculation, the thymol tur- 
bidity, the total cholesterol, cholesterol ester per- 
centage and alkaline phosphatase determination, 
and of certain combinations of these procedures. 
I shall not consider their results in any detail, as 
anyone who is interested may study them in the 
original. It is sufficient to say that the total chol- 
esterol and cholesterol ester ratio and the alkaline 
phosphatase were about of equal value in the dis- 
tinction, each of the three showing considerable 
overlapping—in other words, results contradictory 
to the proven diagnosis. The cephalin cholesterol 
flocculation was the most reliable, exhibiting the 
least positivity in surgical jaundice and the great- 
est in medical jaundice. The results of the thymol 
turbidity test approximated those of the cephalin 
cholesterol flocculation, but it was of particular in- 
terest that the combination of the two tests was 
most reliable of all. In seventy-seven cases of 
proven extrahepatic biliary obstruction, in other 
words of surgical jaundice, only one had both 
tests positive. Nevertheless, there were a consid- 
erable number of cases of parenchymal jaundice 
in which one or both tests were negative. Recent 
work indicates that the zinc turbidity test of Kun- 
kel® is less likely to exhibit “false” negatives in 
this group. 

(References on Page 1000) 
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MELORHEOSTOSIS 
: ileal 
A Case With Monomelic Distribution 
] 
GEORGE S. BOYER, M.D., and H. MILTON BERG, M.D. 
’ Bismarck, North Dakota 
) ELORHEOSTOSIS is a rather rare form examination of the stomach and the*colon was nega- 
of osteosclerosis in that the bone changes tive. X-ray examination of the chest showed some 
; ; ‘ hypertrophy and enlargement of the left ventricle. Lung 
in the involved area present a hyperostosis of a 2), , ae ‘ 
. é on ae * fields appeared clear. Atypical osteosclerotic changes 
flowing type. In 1922, Leri and Joanny™ r€- were observed in the upper end of the right humerus 
: ported the first case. They named it melorheos- and scapula. The patient had never complained of 
5 tosis (Greek: melos—member, rhoia—to flow, his right arm and the family history was essentially neg- 
t 
y 
n 
h 
n 
y 
1 
d 
h 
i] 
ie _ Fig. 1. The acromion process, coracoid process, and neck of the right humerus show areas of 
’ irregular, trabeculated hyperostosis with normal density between them. The neck of the scapula 
es is normal. The upper end and head of the humerus show areas of increased and decreased 
density with trabeculae and bands of subperiosteal hyperostosis traversing the shaft of the 
' bone in linear, wavy lines distally. 
1, 
5. and os—bone) because the hyperostosis appeared ative. Examination and measurement of the patient's 
1S to flow down the bones as molten wax running 27™s showed no difference in “ bay hago we word 
: . tation of joint movement or elicitation of rheumatic 
e down the sides of a candle. Although the term . 
age pain was found. 
|- melorheostosis is most generally used, some au- 
e thors have applied various names to describe the Roentgenological Findings Further roentgenological 
= condition: Leri’s disease,*® rheostosis,** osteosis studies of the right shoulder, arm, forearm and hand 
le eburnisans monomilica,***" osteopathia hyperostat- were therefore taken and, as shown in Figures 1, 2 and 
y ica congenita unius membri,*® rhizomonomelorhe- 3, Tevealed a flowing type of osteosclerosis weenie 
: ae ae ; ; — from the right scapula, along the anterior and lateral 
aI ostosis,*® monomelic flowing - hyperostosis,** and , ; : 

; ? aspects of the humerus, radius, navicular, greater and 
1€ others, lesser multangular, first metacarpal and all the phalanges 
t- of the right first digit. The acromion process, coracoid 

Case Report fs : ; 
ol . ; i . process, and neck of the right humerus showed areas of 
H. H., a sixty-one-year-old married white male farm- sail niidtall Weeaiinalin:. colle i dil 
n en es oo Oe Ce Cis 0. OR irregular, trabeculated hyperostosis with normal density 
’ ¢ see E *ebD J rom- 
ye 3 Pipe =e } eee eee between them. The neck of the scapula was normal. 
_ plaining of pain in the abdomen after eating. The ,- ‘ ies ; 
: z : : The upper end and head of the humerus showed areas 
1S pain, which was mild, had been noticed for several peewee ement dense alah aiaccaiinn 
: isn cil adi: aan enamaniaaie tea ol aks teenie inal of increased and decreased density with trabeculae 
mon Sa ras rate , > z . S y : ; 4 

yf bl . 88 O ; y ; i y . ia and bands of subperiosteal hyperostosis traversing the 
cabbage or cole-slaw. yhysicz aiming 2 ye og . 

or fi - ry a - y “es Py a A shaft of the bone in linear, wavy lines. These smaller 
vatient appe re shed z re reloped. 2 apa : : : 

th it en _ pie e “4 sa Covemape “ bands tended to unite in the upper third of the anterior 
positive findings revealed slig snderness over , . 

mene omgs revealed sign - . ae eae n and lateral aspect of the humerus and flow down the 

1- epigastrium, severe varicose veins 29S, W 6 

ay a a nondge nt Meee se mae no a shaft to the supracondylar area. In many places the 
“e associated areas of s s q above the cles. . 

“€ Chol : ” nord = 0 pags or" ave We -_ “on medullary cavity was encroached upon by the osteo- 
iolecystography revealed < - : - . : tj 
nt vee “9 —_¢- 4 ubtenes ad ween UnCHONING, 20 os sclerotic condensations. Along the’ humeral shaft, irreg- 
iogica a adder tc y > as_ advised. ' ‘ 
= The t “ isl “ die mp range tea Pee ular punched-out areas occurred in the region of hyper- 
ihe test meal showec al values. “ ea . + : . : : . 
n a wins aS Se Wee oentgenologica ostosis. There was considerable cortical thickening in 
From the Department of Radiology, Quain and Ramstad Clinic, the mid-humeral shaft. These proliferative changes 





smarck, North Dakota, and the Department of Radiology, Uni- 
ersity of Minnesota Medical School, Minneapolis, Minnesota, 
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ended abruptly just above the lateral epicondyle, and the 
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Fig. 2. Small bands of hyperostosis tend to unite in the 
upper third of the humerus on the anterior and lateral aspect of 
the shaft and flow down the shaft to the lateral supracondylar 
area. The elbow joint and periarticular structures are free of the 

thology. There is considerable cortical thickening in the mid- 
| mee, shaft with concomitant encroachment upon the adjacent 
medullary cavity. Similar changes are seen to involve the entire 
length of the right radius. A rather dense plate of bony hyper- 
plasia is shown in the distal end of the radius just under the 
articular cartilage. No changes are observed in the right ulna. 


elbow joint and periarticular structures were free of 
any pathologic condition. Similar osteosclerosis was 
observed in the entire length of the right radivs. No 
changes were observed in the right ulna. A rather dense 
plate of bony hyperplasia was noted in the distal end 
of the radius just under the articular cartilage. Moth- 
eaten but osteosclerotic navicular, greater and lesser 
multangular bones were seen. The entire shaft of the 
first metacarpal and phalanges of the first digit were 
involved with an increase in diameter of the distal 
phalanx. No joint involvement or calcification in the 
adjacent soft parts was seen. A diagnosis of melo- 
rheostosis with monomelic distribution was made. Dis- 
tribution of the osteosclerosis is shown in the sketch in 
Figure 4. Roentgenographic re-examination six months 
later showed no changes in the involved extremity. 
Roentgenographic examination of the skull, spine, pel- 
vis, left shoulder, arm and forearm, and lower extrem- 
ities did not reveal any pathologic process in these areas. 


Laboratory Findings.—Blood studies, urinalysis, blood 
chemistry including calcium, phosphorus, serum phos- 
phatase, plasma proteins, urea nitrogen, serology, sputum, 
and electrocardiographic tracings were within normal 
limits. A biopsy of bone was not obtained. 
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Fig. 3. The hyperostosis involves the navicular, greater and 
lesser multangular bones of the wrist, the entire shaft of the 
first metacarpal and the phalanges of the first digit of the right 
hand. The left hand ond weal are shown for comparison. 





Fig. 4. A drawing showing the distribu- 
tion e the hyperostotic lesions in the right 
upper extremity of the case herein reported. 


This patient made an uneventful recovery following his 
cholecystectomy and returned to his farm, where he 
has been actively engaged since. He has been seen twice 
since then and re-examined because of the presence of 
melorheostosis. During this period of observation no 
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changes in the extent of the osteosclerosis or demon- 
stration of weakness, pain or atrophy of the involved arm 
have been noted. 


Review of the Literature 
In 1921, Leri and Joanny*? described, named 
and reported the first case in a thirty-nine-year-old 
woman with a bony deformity of her left hand. 
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Fig. 5. Distribution of thirty-four cases of 
melorheostosis by age. Thirteen other cases 
have been reported or have appeared in the 
literature, for which the original articles have 
not been available to the authors or for which 
the abstracts do not give the age. 


In the next ten years a total of fifteen cases were 
Sepee te 25-88: 24,28.08,99,98,08, 08,048, 46,47,52 

Four cases were reported in 1932,*?** and 
Kraft,”° in an excellent paper, added two cases of 
his own to the literature and summarized, in tab- 
ular form, all the previously reported cases of 
melorheostosis. At the Bone Tumor Conference 
in 1932 at Johns Hopkins University, Parmalee 
presented a case of melorheostosis which was not 
published, but was referred to in a published 
paper on this subject by Widmann and Stecher 
in 1935.49 

During 1933 five more cases were report- 
ed.?%35-43,51 Tn Kraft’s second paper,?* on the 
pathology of this disease, he refers to a personal 
communication with Dr. Sussman regarding a 
case which the latter had seen diagnosed as mar- 
ble bones. Reference is also made in this report 
to a case of melorheostosis seen in St. Louis, 
Missouri, by Sherwood Moore. Neither of the 
above cases has been published. Kraft®® refers 
to and reports on a case in a man seen by Sante 
in 1923. Bury* refers to Sante’s case in his report 
also. 

From 1934 to 1940, twelve new cases were 
reported.1+5-4,7,8,9,11,13,14,37,44,49 Two of these cases 
were associated with scleroderma.** 

Kibby’® in 1941 reported the youngest case 
found in the literature. His case occurred in a 
five-year-old Japanese girl. In 1942, Franklin 
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and Matheson’® reported a case and reviewed the 
literature. Carpenter, Baker and Outland® re- 
ported a case with bilateral involvement and also 
referred to a case seen at Johns Hopkins Hospital 
and another at Boston City Hospital. However, 
these last two cases have not been reported in 
the literature. 


“ 
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Fig. 6. Distribution of lesions in forty-seven cases of 


melorheostosis, 
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Fig. 7. Distribution of thirty-seven cases 
of melorheostosis by sex. Ten other cases 
have been reported or have appeared in the 
literature, for which the original articles 
have not been available to the authors or 
for which the abstracts do not give the sex. 
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LeVay,”’ Gottlieb,’* Stutz*® and Bade? reported 
additional cases. Canigioni® discussed the disease 
and Muller-Alberti®® published a paper on the clin- 
ical aspects, etiology and pathogenesis of melo- 
rheostosis. 

A total of forty-six cases are known which, to- 
gether with this case, makes a total of forty-seven 
to date.* Kibby’® reported the youngest patient, 
aged five; one patient was observed for fourteen 
years. The average age, in those patients whose 
age is known, is twenty-eight years. The most 
frequent age period is thirty to forty years, as 
shown in Figure 5. Thirty-four cases were 
monomelic, five non-monomelic, and eight not 
stated, as shown in Figure 6. Three patients 
~ *Since this paper has been in the process of publication, 
Sear43a has reported a case of melorheostosis associated 
with leontiasis in which the melorheostosis involved the 
right side of the body of the eleventh thoracic vertebra 


and the corresponding rib. Fejer9@ reported the forty- 
ninth case in 1948. 
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showed bilateral involvement. The upper limb 
was involved nineteen times, the lower limb twenty 
times. In several cases the involvement was not 
stated. The case of Stutz*® involved only the pel- 
vis.. In twenty-three cases males were affected ; 
females in fourteen; sex was not stated in ten 
cases, as shown in Figure 7. Biopsies have been 
done in only six cases. No autopsies have been 
reported. Countries where cases have been found, 
in the order of frequency, are the United States, 
Germany, Italy, France, England, Sweden, Poland, 
Russia and Switzerland. 


Etiology 

Although the exact cause of melorheostosis is 
unknown, many theories have been advanced to 
explain the etiolegical factors which produce the 
disease. Leri,?? who believed that an infectious 
agent was causative, was unable, after repeated 
attempts, to isolate one. Putti*® thought that a 
primary imbalance of local sympathetic nerves 
caused a secondary vascular angiospasm and later 
obliterative effects along the course of nutrient 
vessels. Hyperostotic changes along the affected 
vessels resulted. Other men adhered to a neuro- 
pathic theory, but were unable to prove it because 
exact neural pathways were not established. 
Endocrine imbalance, heredity, body fluid im- 
balance and constitutional states have all had their 
advocates, but cannot be proven. Tuberculosis, 
syphilis, malignancy and other disease processes 
have been ruled out. Zimmer®* has many adher- 
ents for his theory of metameric disturbance in 
the embryo. .Widmann and Stecher adhere to Zim- 
mer’s concept and, in reporting their case, make 
note of the fact that a bony deformity was pres- 
ent at birth. A newer idea has been advanced 
by Moore and DeLorimier.** They believe that, 
in the embryo or later, subperiosteal telangiectasis 
develops and causes local petechial hemorrhages 
in the bone. Secondary vascular obliterative 
changes follow resulting in further telangiectasis. 
The osteosclerosis represents a reaction to the 
vascular changes and hemorrhage. 

The further study of these and other cases 
to be found may aid in solving this mystery. 


Pathology 
Very little is known of the pathology; either 
gross or microscopic, of this disease. Only six 
cases have had a biopsy study and no cases have 
been reported to have come to the autopsy table. 
In general, the bones of one limb (monomelic) 
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are involved, with linear bands of hyperostosis 
extending from the shoulder to the distal pha 
langes of the hand or from the pelvis to the toes 
of one leg. In the lower leg and forearm usually 
only one of the bones is involved, and in the 
hands and feet the disease is usually limited to 
one side. 

Grossly, the essential findings in involved bones 
consist of dense bands of sclerotic new bone. 
The new bone may be endosteal, periosteal or 
both. Areas of normal bone supervene. Peri- 
osteal hyperostosis may cause increased thicken- 
ing of the cortex and subsequent increase in the 
width of the bone. Rough, irregular contour 
of bones results. Widmann and Stecher believe 
that endosteal sclerosis is found in early develop- 
ing lesions. Bowing of an affected femur was 
explained by Moore and DeLorimier as an im- 
pingement on muscle origins or insertions by the 
hyperostosis. This altered the muscle contraction 
and physiological cross section. They explain the 
clinical findings of progressive muscular weak- 
ness on this surmise. Several orthopedic surgeons 
have encountered bones diseased by this entity 
and have described them as very hard and sclerotic 
in most instances. The tendency of the hyper- 
ostotic bands is to spare joints, although in some 
cases severe involvement of adjacent bones or 
calcifications in periarticular structures leads to 
diminution of joint mobility. Many bones are 
shortened by the disease, and this is borne out 
by the number of cases of shortened arms, legs 
and pelvic obliquities. Leri and Joanny’s patient, 
when examined several years later, revealed cal- 
cifications in the periarticular structures of the 
right shoulder joint. No cases have been reported 
in which there have been spontaneous fractures. 

The association of melorheostosis with other 
conditions has been rare and probably of no sig- 
nificance. In several cases there has been a posi- 
tive serology. In Hall’s case there was an asso- 
ciated tuberose sclerosis. Scleroderma was found 
in the involved limb in the cases of Dillehunt and 
Chuinard, and Gillespie and Siegling. 


Histology 
Little has been written concerning the micro- 
scopic findings, since there has been a biopsy in 
only six cases. In Leri’s case a primitive bone 
marrow was described together with interspersed 
islands of cartilage between crowded, irregular 
abnormal osseous lamellae and haversian canals. 
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Some writers have found a similar bone marrow. 
Others describe a dense ivory-like growth of bone 
with meager cellular structure. Junghagen believed 
the finding of concentric lamellae around the 
haversian canals pointed to an important clue in 
arriving at a diagnosis. Medullary encroach- 
ment by the hyperostotic bone was found in sev- 
eral cases. There was a tendency toward replace- 
ment of the fatty bone marrow by fibrosis. In 
general, the microscopic picture is so bizarre that 
no one could make a specific diagnosis of this 
disease from a biopsy study alone. The lesions 
are benign and have not shown any tendency 
toward malignancy in those few cases studied. 


Clinical Findings 

This discease is insidious in onset, chronic in 
nature with periods of arrest lasting many years 
in some cases, and presents, in general, bizarre 
or vague symptoms. In most cases the bones of 
one extremity are involved—monomelic. Prog- 
nosis is good. Physical findings do not point to 
any symptom complex which one could say was 
pathognomonic of melorheostosis. Bony deform- 
ity has been noted at birth in several cases. Mild 
and vague pain in involved limbs was usually 
noted, and it is amenable to physiologic rest. In 
patients with limp and weakness of a limb due 
to pelvic deformity, orthopedic procedures were 
of value. Stasis of blood vessels in affected 
parts, secondary to the encroachment of hyper- 
ostotic bone, results in edema, skin changes, and 
to ulcerations of the skin.*° 

Usually the patient has such minimal complaints 
that medical advice is not sought. As the dis- 
ease slowly advances, the symptoms become more 
annoying and of a continuous rather than inter- 
mittent nature. Some patients, with shortening 
of limbs, atrophy of soft tissues or gait disturb- 
ance, seek medical advice and are diagnosed on 
roentgenological study. Few cases have been diag- 
nosed without the aid of the roentgen film. 





The first vague symptoms of low-grade pain 
or slight deviation of the involved fingers or toes 
are usually found in childhood. Later in life 
the pain becomes more severe, the deformity in- 
creases or becomes disabling and soft tissue 
atrophy and shortening of the limb ensue. These 
symptoms are sporadic and may cease for long 
periods of time. Some patients never complain 
of anything. Ankylosis of the joints is rare and 
occurs only late. 
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Laboratory aids in diagnosis have been dis- 
appointing Blood chemistry studies, serology, 
urine, et cetera, have, in nearly every case, given 
normal values. Imbalance of blood calcium and 
phosphorus has not been noted. In the differ- 
ential diagnosis, however, the laboratory findings 
are important in ruling out other conditions. 


Roentgenologic Findings 

There is a paucity of definite clinical findings 
in this malady, and its most characteristic finding 
is the vagueness of symptoms. For this reason 
an accurate diagnosis can be made only upon 
roentgenologic findings. Where this disease is 
found, the entire skeleton should be studied roent- 
genologically. The finding of melorheostosis, in 
the author’s case, was an accidental finding since 
the patient had never complained of symptoms 
in his right arm. Examination, with roentgeno- 
logic study, done seven months later revealed no 
changes in the involved extremity. 

In the majority of cases—monomelic—the es- 
sential finding is an extensive flowing hyperostosis 
which appears to extend in dense, Wavy lines along 
one side and down the bones of the involved limb. 
The cortex appears dense, thickened and ivory 
hard. Areas of translucency may be present, es- 
pecially near the joints. The joints are usually 
not affected. Medullary encroachment is seen 
somewhere in the bones of the diseased limb in 
nearly every case. ‘Where the pelvis, skull or 
vertebrae are involved, the hyperostotic areas are 
usually patchy and poise more of a differential 
point. The new bone may cause the cortex to 
thicken up to 3 centimeters in the long bones. The 
bands of sclerotic bone do not always extend con- 
tinuously along a bone, but commonly are broken 
up leaving areas of normal or atrophic bone be- 
tween them. Where the forearm or lower leg 
are affected, usually only one of the double bones 
is involved. In general the epiphyseal structures 
are free of the sclerosis. Isolated patches of irreg- 
ular hyperostosis most commonly are found near 
the bone ends adjacent to the flowing band of 
sclerosis. In many-faceted bones, as in the carpal 
or tarsal bones, the sclerosis tends to occur in 
opposing surfaces of two involved bones. In the 
most commonly seen cases, where an entire single 
limb is diseased, the radiographic picture is most 
characteristic, since the bands of sclerosis extend 
distally in nearly straight lines from the top to 
the bottom of the limb. In nearly every case 


983 









studied there appears to be a pattern of selec- 
tive involvement. Punched-out areas and moth- 
eaten patches are seen involving the condyles of 
the long bones. In a few instances laminations 
of hyperostosis have been present parallel to the 
length of the shaft of the bone. 

Calcification of the periarticular structures has 
been reported and is not uncommon in melorheos- 
tosis. Pathological fractures have not been re- 
ported. 

Differential Diagnosis 

In the majority of cases, where an entire ex- 
tremity is involved, the typical roentgenologic 
findings, together with a careful history and 
physical examination, are all that is needed to 
make a correct diagnosis. This is especially true 
if the condition is present in the mind of the 
roentgenologist or attending physician. The 
vagueness of symptoms should prompt an x-ray 
examination and if, following this, osteosclerotic 
areas are found, one should proceed to examine 
the entire skeleton. 

Since the condition is so chronic, one should 
rule out tuberculosis and luetic osteitis by history, 
serological and other proper laboratory tests. 
History will aid in ruling out infectious and post- 
traumatic ossifying periostitis. Soft tissue 
atrophy and shortening of the involved limb in 
many cases are commonly associated with the 
typical osteosclerotic changes in melorheostosis. 
Although calcification in periarticular structures 
does not occur in some cases of long standing 
melorheostosis, the concomitant osteosclerosis in 
adjacent bones should differentiate it from my- 
ositis ossificans and calcinosis. In calcinosis the 
calcium deposits are irregularly scattered in ad- 
jacent soft tissues and commonly are associated 
with trophic skin changes, or the calcium deposits 
may be extruded through the skin periodically. 

The roentgenologic study and clinical findings 
of primary and secondary bone malignancy seldom 
present such a picture of a flowing hyperostosis. 
Piergrossi*®® thought that in studying melorheos- 
tosis one should always consider such atypical 
osteosclerosis as osteopoikilosis, Albers-Schén- 
berg’s disease, Paget’s disease of the bone, chronic 
osteomyelitis and Garre’s nonsuppurative scleros- 
ing osteomyelitis. In osteopoikilosis or spotted 
bones the distribution is more general, is not lim- 
ited to one side of a bone, and the lesions are 
made up of disseminated bone islands within the 
bone and are not expansive. Albers-Schénberg’s 
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type of osteosclerosis involves large or entire parts 
of the bony skeleton with universal encroachmen| 
upon the marrow cavities, generalized and not re 
gional involvement, resulting in very brittle bone: 
which usually fracture spontaneously, and sever: 
anemia due to loss of bone marrow. If only a 
portion of an involved bone is seen, as the upper 
humerus in a routine chest film, one would have 
to consider Paget’s disease of the bone as a good 
possibility. Upon further roentgenologic study, 
however, the picture of melorheostosis is so typical 
that one would have no difficulty. Chronic osteo- 
myelitis shows no predilection for regional in- 
volvement, does not show osteosclerosis along 
one aspect of a diaphysis, and gives a different 
history and clinical findings. This is also true 
of Garre’s nonsuppurative sclerosing osteomyelitis. 


Treatment 


Rational, definitive treatment is at present un- 
known, since an exact etiology is lacking in this 
condition. To date, symptomatic treatment for 
pain, edema and disability have been given. On 
the basis of the theory of Moore and DeLorimier* 
that this entity is caused by subperiosteal telangiec- 
tasis, Widmann and Stecher*® and others have at- 
tempted roentgen radiation therapy on their cases. 
The results of this type of therapy have not 
been found in the literature. In several cases 
associated with concomitant scleroderma, massage 
was found to ameliorate the skin changes. In sev- 
eral cases where gait disturbances were present 
because of the severity of the osteosclerosis, ortho- 
pedic surgical procedures have been accomplished 
with favorable end results. 


Summary 


1. Melorheostosis isa rather rare type of osteo- 
sclerosis, tending to involve one extremity. Thir- 
ty-four cases were monomelic, five non-monomelic, 
and eight unknown. The youngest and oldest 
patients were five years and sixty-one years, 
respectively. Males were involved twenty-three 
times, females fourteen ; sex was unknown in ten 
cases. The average age in patients whose ages 
were known was twenty-eight years, and the most 
frequent age period was thirty to forty years. 
Three patients showed bilateral involvement. 

2. Including the authors’ report, forty-nine 
cases have been reported in the literature or ob- 
served and referred to in published reports on 
the subject. 
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3. The case of a sixty-one-year-old man in 
whom the entire upper extremity showed involve- 
ment is here reported. This is the oldest patient 
found in the literature. No complaints relative 
to the disease were elicited upon study of the case. 


4. A chronological review of the literature is 
given. 


5. The exact etiology of the disease is un- 
known. However, a brief summary is given of 
the several theories advanced to substantiate vari- 
ous authors’ concepts as to cause. 


6. Gross pathological findings may include 
thickened bones, bones with irregular contour, 
bowed long bones, shortened extremities, atrophy 
of muscles in an involved limb, associated skin 
changes overlying the osteosclerosis, and im- 
paired vascular efficiency. Gait disturbances result 
where severe sclerosis has caused impaired joint 
mobility. Bones encountered by orthopedic sur- 
geons were described as hard and sclerotic. Path- 
ological fractures have not been reported. Joints 
are rarely involved. The disease tends to involve 
an entire extremity. 


7. In only six cases has there been biopsy 
study. No autopsy findings have been reported. 
The microscopic picture is bizarre and does not 
present a diagnostic picture. 


8. The symptoms, in general, are vague, insid- 
ious, intermittent, or may be absent entirely as 
in the authors’ case. Prognosis is good and the 
disease is benign. Physical findings do not point 
to any symptom complex pathognomonic of 
melorheostosis. Usually the patient complains of 
low-grade rheumatic pains in one limb with sec- 
ondary loss of strength. In severe cases limita- 
tion of motion in a joint may develop. The 
deviation of an involved digit, even at birth, is 
commonly reported and should put one on his 
guard for this disease. Associated soft tissue 
atrophy and bony atrophy is very common. Lab- 
oratory findings to date have been negative, but 
are important in ruling out other conditions. 


9. An accurate diagnosis can be made only 
upon roentgenological examination. The entire 
skeleton should be studied. A brief differential 
diagnosis is given. 

10. No rational definitive treatment is known. 
Symptomatic relief has been employed. The re- 
sults of roentgen ray therapy have not been eval- 
vated, 
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MULTIPLE MYELOMA 
A Review of Ninety-five Proven Cases With Seventy-five Autopsies 


R. B. BREITENBUCHER, M.D., and A. J. HERTZOG, M.D. 
Minneapolis, Minnesota 


thy RECENT years there have been several ex- 

tensive articles***>**-%11 covering the subject 
of multiple myeloma in its various clinical and 
hematological aspects. The following report is 
based on a study of ninety-five proven cases of 
multiple myeloma. Seventy-five of the cases rep- 
resent autopsies. The diagnosis in the remaining 
cases was confirmed by sternal aspiration. 


Age and Sex 
Males predominated, there being seventy-one 
to twenty-four females. ‘In spite of a higher inci- 
dence of men in autopsy cases as a whole, the dis- 
ease appears to be considerably more common in 


men than in women. The age incidence is shown 
in Table I. 











TABLE I. 

Age No. of Cases 
sy 2 ee epee en 7 
ae ae i 6téesbecebadhedent sbaeeneee 14 
SE OD GP FOB cc cwccencccceseseccscuseseve 27 
Oe Scencinekencgnenheawkeuntene™ 36 
Fe Oe RG ca can eedeacketadcobtnnteawn 11 





Bence-Jones Protein 

Bence-Jones protein was demonstrated in the 
urine of twenty-three of fifty-four cases (42 per 
cent). There appeared to be no relationship be- 
tween the level of total plasma proteins and the 
presence or absence of Bence-Jones protein in the 
urine, as Bence-Jones protein was found in the 
urine of 40 per cent of nineteen cases with hyper- 
proteinemia and in 33 per cent of twelve cases 
with normal total plasma proteins. Most of these 
results were based upon the demonstration of 
Bence-Jones protein in a single specimen of urine. 


Plasma Proteins 

In fifty cases in which the plasma proteins were 
studied, an elevation of the total proteins ranging 
from 8.4 to 15.3 grams per cent was found in 
thirty-two cases (64 per cent). Fractional protein 
studies in thirty of these cases showed hyperglob- 
ulinemia ranging from 3.9 to 12.5 grams per cent 
in twenty-five cases. Three cases showed a hyper- 
albuminemia of from 7.3 to 8.0 grams per cent. 


From the University of Minnesota Teaching Service of North- 
western Hospital and 4 Department of Pathology of the Uni- 
versity of Minnesota Medical School. 

Present address of Dr. Hertzog is Touro Infirmary, New Or- 
leans, Louisiana. 
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Serum, Calcium, Phosphorus, and Alkaline 
Phosphatase 

The osteolytic bone lesions are aften associated 
with excessive renal excretion of calcium. Serum 
calcium levels in thirty-seven cases ranged from 
7.9 mg. per cent to 23.7 mg. per cent. The serum 
calcium was above 11 mg. per cent in twenty-two 
of the thirty-seven cases (60 per cent). In sixteen 
cases (42 per cent), the serum calcium was above 
12 mg. per cent. There was no correlation be- 
tween the level of the serum calcium and the level 
of the serum proteins. Some of the highest cal- 
cium levels were ‘associated with normal or low 
levels, and vice versa. 

The serum phosphorus level was either normal 
or increased in twenty-two of twenty-four cases. 
In eleven of the twenty-four cases it was elevated 
(4.4 to 7.8 mg. per cent). Hypophosphatemia 
associated with hypercalcemia was found in only 
two of the twenty-four cases. An elevated serum 
calcium and elevated serum phosphorus was 
found in six of the twenty-four cases. In all six 
of these cases there was renal insufficiency. The 
presence of normal or increased phosphorus levels 
in cases of multiple myeloma associated with hy- 
percalcemia is always suggestive of renal insuff- 
ciency. 

In seventeen cases of multiple myeloma where 
the alkaline phosphatase was studied, only four 
showed a slight elevation. The greatest elevation 
was 19 King-Armstrong units. In all four cases 
there were pathological fractures to account for 
the elevated alkaline phosphatase. 


Autopsy Findings 

The lesions in the bones are commonly soft 
greyish-white or reddish tumor nodules. The 
widespread involvement of the bone marrow is 
shown by the success of sternal aspiration as a 
diagnostic procedure. The distribution of the 
bone lesions that could be recognized grossly at 
autopsy or seen on roentgenograms is shown in 
Table II. Many of the involved bones were prob- 
ably not recognized either at autopsy or on roent- 
genograms. 

Microscopically, the tumor nodules are com- 
posed of myeloma cells of varying degrees of dif- 
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TABLE II 
Bone Per Cent 
ES  <Cnad oper advan phewsssne@e'shbaunbes 80 
BE op ceciin dence éedeGiese seek ns eneenen’ 74 
EER achweneqoadheg a dae atnae aiken acne wemernelnn 55 
SED: 556d ted wedgneted becteeneusesseweeee 39 
DD 5:0 d:09:06:400- 008 seen serneseeeee eens 28 
PED. vibdeckcessenscces ccesenpecessee 20 
SE cbse sknegarkcbectebenakeceeeee one 11 
DM, ctcniedbadennesthbeedes eneeeeenie 10 
DEED v:novecwssPaseeaseeeeeseneseseeons 10 
DD cnt2 cts Geen oeeWteteeeealteuswons 1 
DE Stace 6E-eghetaeehiheesawhss ees hone 1 
PEEL - <tcbescndcdnnndeeeedvunatenséncacs 1 





ferentiation and pleomorphism, arranged in broad 
sheets. The typical myeloma cell is indistinguish- 
able from an immature plasma cell. Occasional 
transitions from immature myeloma cells to typi- 
cal mature plasma cells may be seen. The myel- 
oma cells seem to arise directly from the reticu- 
lum. At times in viewing histologic sections and 
especially in material aspirated from bone mar- 
rows, it may be very difficult to distinguish myel- 
oma from an inflammatory plasmacytosis. We 
have found that observing the degree of imma- 
turity of the cells, the presence or absence of large 
compact groups of cells, the presence or absence 
of a marked macrophagic reaction, and the pres- 
ence or absence of plasma cells arranged around: 
capillaries or endothelial cells, is of help in distin- 
guishing myeloma from an inflammatory plasma- 
cytosis. Inflammatory plasma cells show a tend- 
ency to be arranged around capillaries and are 
usually associated with a marked increase in mac- 
rophages’® (Fig. 1). 

The study of histologic sections alone has led 
to a confusion of terminology. Such terms as 
myeloblastic, megakaryocytic, myelocytic, lympho- 
cytic, erythroblastic, et cetera, myelomas are to be 
found in the literature. We are in agreement with 
those who do not believe that these varieties exist. 
All of the cases in our series could be classified 
under a plasma cell type, although considerable 
variation in cell size and maturity is often seen in 
the plasma-cell series. 


Extraosseous Involvement 

Of twenty-eight livers available for study, ten 
were involved by the myelomatous process. The 
cells could be seen to be proliferating either within 
the portal areas or the sinusoids or both, and re- 
sembled a leukemic involvement (Fig. 2). Most 
of the livers were normal in size, although one 
weighed 2,650 grams. Of twenty-three spleens 
examined, nine showed involvement by the myel- 
omatous process. These spleens showed a prolif- 
eration of plasma cells: within the sinusoids of the 
red pulp, with crowding out and atrophy of the 
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Fig. 1. (above) Bone marrow from sternal aspiration shows 
inflammatory plasmacytosis. Note the plasma cells clustered 
along the outside of the capillary. 


Fig. 2. (center) Liver shows marked proliferation of mye- 
loma cells in a portal space with atrophy of surrounding he- 
patic cells. 


Fig. 3. (below) Spleen shows proliferation of myeloma cells 
.within the sinusoids. 


white pulp in some cases (Fig. 3). Lowenhaupt* 
has described a similar finding. The spleens were 
usually not large. One, however, weighed 560 
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grams. Two cases were found with lymph node 
involvement. The plasma-cell proliferation com- 
pletely replaced the normal lymph node structure. 
Two cases were found in which there was a 
marked proliferation of myeloma cells within the 
kidney parenchyma involving primarily the cortex 
and resembling that involvement seen in leuke- 
mias. One or more than one of the above. men- 
tioned organs may be involved in an individual 
patient. 


Renal Disease 


Obstruction of the tubules by casts, as de- 
scribed by Bell,? was common. In these cases the 
plasma proteins were high, low, or within normal 
range. When the plasma proteins were elevated, 
the increase was usually due to the globulin frac- 
tion. Bence-Jones proteinuria may be present but 
is frequently absent. There was no demonstrable 
relationship between the Bence-Jones proteinuria, 
increased serum protein, and presence or absence 
of tubular casts in this series. Another type of 
renal involvement which is quite common is cal- 
cification of the tubules associated with hyper- 
calcemia. 


Amyloidosis 
One case was found in which there was amy- 
loidosis of the liver, spleen, bone marrow, and 
voluntary muscle. This patient’s serum globulin 
was 8.0 grams. Tests for Bence-Jones proteinuria 
were negative. 


Conclusions 

It seems reasonable to believe that multiple 
myeloma is a diffuse neoplastic proliferation of 
plasma cells from the hematopoietic reticulum. 
The frequent involvement of the liver and spleen, 
as well as the bone marrow, makes it more reason- 
able to believe that it is a disease of the hemato- 
poietic reticulum and not exclusively a bone mar- 
row neoplasm. It does not seem necessary to sep- 
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arate plasma cell leukemia from multiple myelom:. 
Plasma cell leukemia is simply an exaggeration of 
phenomena seen frequently in multiple myeloma. 
Careful examination of the peripheral blood will 
show an occasional circulating myeloma cell in 
most cases of multiple myeloma.® 


Summary 

A study of ninety-five proven cases of multiple 
myeloma with seventy-five autopsies is reported. 
Males predominated—seventy-one to twenty-four 
females. The age in seventy-four cases was over 
fifty years. Bence-Jones proteinuria was found in 
42 per cent of fifty-four cases. Plasma proteins 
were elevated in 64 per cent of fifty cases. Serum 
calcium was elevated in 60 per cent of thirty-seven 
cases. Hyperphosphatemia is usually due to renal 
insufficiency. Alkaline phosphatase is normal ex- 
cept in the presence of pathological fractures. 
Proliferation of myeloma cells in the liver and 
spleen was not uncommon. Obstruction of the re- 
nal tubules by casts and calcification of the tu- 
bules was a frequent finding. The cytology in all 
of the cases could be classified as myeloma cells 
Cytological 
and histological criteria of separating myeloma 
cells from inflammatory plasma cells are dis- 
cussed. 
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EDUCATION OF THE PATIENT 


Education of the patient is a primary function of the 
tuberculosis institution. One of the greatest obstacles to 
control of the disease will have been overcome when pa- 
tients and their families thoroughly understand the facts 
about tuberculosis and apply what they have learned. 
Tremendous effort goes into the finding and treating of 
cases, yet all of this is wasted without the sustained co- 
operation of the infected individual. As “the person ex- 
pelling the bacilli,’ he: must learn of his responsibility 
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to prevent spread; he must learn how to participate in 
his own treatment, for in the best medical opinion much 
of the success of the cure is up to the patient. His edu- 
cation should continue until an economically competent 
and self-disciplined individual has returned to his com- 
munity and himself become an active participant in tu- 
berculosis control—A. EpitH Fenton, R.N. (Public 
Health Nurse, Mt. Sanatorium, Hamilton, Ontario), 
Canad. J. Pub. Health, May, 1948, 
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SARCOIDOSIS 
A Clinical and Laboratory Study of Seventeen Cases 


MYRON H. KULWIN, M.D., WILLIAM H. FELDMAN, D.V.M., H. CORWIN HINSHAW, M_D., 
and HAMILTON MONTGOMERY, M.D. 


’ Rochester, Minnesota 


HE PURPOSE of this report is to present 

certain clinical and laboratory data in a series 
of seventeen patients seen at the Mayo Clinic, in 
whom a diagnosis of sarcoidosis ( Besnier-Boeck- 
Schaumann disease) was made, and in whom ani- 
mal inoculation and cultural studies were per- 
formed on specimens of tissue. This problem was 
undertaken, chiefly, to perform thorough bac- 
teriologic studies of tissue removed for biopsy 
from these patients in order to investigate further 
the question of the possible relation of tuberculosis 
to this entity. The literature on this subject will 
not be discussed nor reference made thereto, inas- 
much as Freiman’ has recently published an ex- 
haustive survey. 


Clinical Analysis of Data on Patients 

Of the seventeen patients studied, eleven were 
between the ages of twenty-eight and thirty-seven 
years at the time of their first admission to the 
clinic. The youngest patient was fourteen and the 
oldest fifty-four years of age. Ten of the patients 
were female; seven were male. Three of them 
were Negro, and fourteen were white. 

The duration of symptoms at the time of the 
first admission to the clinic ranged from two 
months to five years. Ages of the patients at the 
time of the onset of symptoms ranged from four- 
teen to fifty-three years, with eleven patients 
showing their first manifestations of the disease 
between the ages of twenty-three and thirty-six 
years. 

Four of the patients—one white female, one 
Negro female, and two white males—had a history 
of tuberculosis in members of their immediate 
families. 

The incidence of clinical evidence of involve- 
ment of various organs is shown in Table I. In- 
volvement of the lymph nodes could probably be 
regarded as occurring in 100 per cent of the pa- 
tients inasmuch as only a fraction of all the 
lymph nodes of the body are generally accessible 
Dr. " Kulwin is a Fellow in Dermatology and Syphilology, and 

Feldman is in the Division of Experimental Medical, Mayo 
Foundation. Dr, Hinshaw is with the Division of Medicine, and 


Dr. Montgomery is with the Section on Dermatology and 
syphilology, Mayo Clinic, Rochester, Minnesota. 
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TABLE I. CLINICAL EVIDENCE OF ORGAN INVOLVE- 
MENT IN SEVENTEEN PATIENTS 








Organ Patients 





ge nodes 15 


_ 
-_ 


Lungs or hilar lymph nodes or both* 
yes 

Bones** 

Spleen 

Gastrointestinal tracttt 

Liver 

Parotid glands 
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*Roentgenologic examination revealed changes in the lungs 
characteristic of sarcoidosis. 

One additional patient showed unilateral keratic precipitation 
on ophthalmologic examination, indicative of previous uveitis. 
**Roentgenologic examination revealed cystic changes in the small 
bones of the hands or feet or both characteristic of sarcoidosis. 
ttIn one case there was involvement of the terminal ileum and 
colon, and in one case there was involvement of the terminal 

ileum and sigmoid portion of the colon. 


to physical or roentgenologic examination, Some 
of the patients showed localization of the adenop- 
athy to certain groups (for example, supraclavic- 
ular, mediastinal) while in others the involvement 
was generalized. 

The cutaneous lesions varied from a few dis- 
crete papules to generally distributed infiltrated 
plaques. 

Ocular involvement consisted of inflammatory 
changes in the uveal tract which are characteristic 
of sarcoidosis. One patient had uveitis associated 
with bilateral parotitis, a symptom-complex de- 
scribed as the Heerfordt syndrome. 

The gastrointestinal lesions were manifested 
clinically in one patient by diarrhea, lower abdom- 
inal tenderness and vague intermittent cramps. 
Roentgenologic examination of the gastrointes- 
tinal tract revealed ulcerohyperplastic ileitis and 
ulcerative enteritis of the colon. The other pa- 
tient complained of loss of weight, diarrhea and 
bloody stools. Roentgenologic examination in this 
patient revealed a localized area of contraction 
of the sigmoid portion of the colon, due to an in- 
trinsic lesion. In both of these patients, localiza- 
tion of the pathologic lesions was confirmed by ex- 
ploratory laparotomy. 

One patient complained of polyuria and poly- 
dypsia which could not be explained on the basis 
of primary disease of the endocrine glands ; there- 
fore, it might be assumed that localization of sar- 
coid lesions in the hypothalamic region and pitui- 
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tary gland in this patient caused secondary changes 
therein, producing the afore-mentioned manifesta- 
tions of diabetes insipidus. 

In two cases, pronounced hepatomegaly and 
splenomegaly were predominant findings, while 
splenomegaly was clinically evident in four other 
patients as well. 


Clinical Laboratory Studies 


Hemoglobin determinations or erythrocyte 
counts or both were normal in all patients. Leu- 
kocyte counts were within normal limits in thirteen 
patients. One showed mild leukocytosis (11,200 
per cubic millimeter of blood) and three showed 
slight leukopenia (3,200, 4,400 and 4,400). 

Differential leukocyte counts were recorded in 
ten patients. Five of the patients had a definite rel- 
ative monocytosis (9, 17, 14, 9.5 and 14.5 per 
cent); one of them (with 17 per cent monocy- 
tosis) also showed eosinophilia ranging up to 14 
per cent. , 

The erythrocyte sedimentation rate (Wester- 
gren) was eievated in eleven of thirteen patients 
in whom this determination was made. Abnormal 
readings ranged between 23 and 99 mm. per hour. 

Serologic reactions for syphilis were negative 
in all patients except one. This patient, a Negro 
woman, aged thirty-seven years, had been dis- 
covered to have a positive blood reaction six 
months prior to her admission to the clinic, and 
she had been given some antisyphilitic treat- 
ment(?) at that time. Her serologic test reports 
at the clinic included a. Kline—3-plus, Kahn— 
negative, Hinton—positive, and Kolmer—nega- 
tive. 





Determination of total serum proteins was done 
in fourteen patients. One showed mild hyper- 
proteinemia (8.5 gm. per 100 c.c. of serum) and 
the others were well within normal limits. A 
total of sixteen albumin-globulin ratio tests were 
performed; six of these showed reversal of the 
normal albumin-globulin quantitative relationship, 
thus indicating the presence of both relative and 
absolute hyperglobulinemia. 

Ten blood calcium levels were measured, nine 
of which were normal, the other being slightly 
elevated (11.2 mg. per 100 c.c. of serum). Of 
seven blood phosphorus determinations, one 
showed moderate decrease (2.6 mg. per 100 c.c. 
of serum), the remainder being within the limits 
of normal. 

Intradermal tuberculin tests were performed on 
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fourteen patients of this group of seventeen. These 
patients received 0.0001 mg. of purified proteii 
derivative dissolved in 0.1 c.c. of isotonic saline 
solution intradermally in the forearm. The read- 
ings were uniformly negative in all cases. Nine 
of these patients were further tested with a more 
concentrated preparation of the same material, 
0.005 mg. in the same diluent. Eight of the pa- 
tients so tested again showed negative results, 
but the ninth gave a strongly positive reaction and 
tender axillary lymph nodes developed on the 
side tested. 


Pathologic Studies 

A total of nineteen tissue biopsies were per- 
formed at the clinic in seventeen patients. In two 
of the patients, two separate specimens were re- 
moved. : 

Each biopsy specimen was divided in half at 
the time of excision. One part was used for path- 
ologic study, while the other part was imme- 
diately placed in a sterile container and sent to 
the laboratory of experimental pathology for 
study. 

Of the nineteen biopsy specimens, eleven were 
cutaneous lesions, seven were lymph nodes, and 
one was a section of large bowel wall. The histo- 
pathologic diagnosis was sarcoidosis in all cases. 


Bacteriologic Studies 


These studies included some or all of the fol- 
lowing procedures on each tissue specimen: (1) 
culture on Herrold’s pea extract medium, Her- 
rold’s glycerinated medium, and Sesano and Med- 
lar’s medium; (2) inoculation of guinea pigs, 
chicks and rabbits with suspensions of the tissue. 

More specifically, sixteen specimens were 
planted on the pea extract medium, thirteen on the 
glycerinated medium, and five on the Sesano-Med- 
lar medium. 

In sixteen cases, each tissue specimen was in- 
oculated into at least two guinea pigs. In one 
case, two chicks also were inoculated with each 
specimen of material, and in five cases each speci- 
men of tissue was inoculated into two rabbits in 
addition to guinea pigs. 

The cultures and animal inoculations of tissue 
specimens from all the patients in this series 
showed no evidence of the presence of Mycobac- 
terium tuberculosis. 


(Continued on Page 1030) 
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MODERN CONCEPTS OF TREATMENT IN DISORDERS OF THE 


LACRIMAL APPARATUS 


RALPH O. RYCHENER, M.D. 
Memphis, Tennessee 


HEN ONE has practiced a specialty in 

medicine for more than twenty-five years, 
he is certain to have witnessed many changes in 
the interpretation of diseases in his particular 
field, for the practice of medicine is an ever- 
changing and never exact science. 

In the author’s personal experience in the small 
field of lacrimal disease, several noteworthy 
changes in treatment have been observed and it 
seems worth while to record some of them. 

In congenital stenosis. where it was formerly 
advised either to utilize no treatment at all or to 
pass giant Ziegler probes after slitting the upper 
punctum, the modern concept is to pass tiny, 0 
or 00, Bowman probes, in the first few weeks or 
months, with the result that one or two treatments 
cures a condition which by delay may result in 
acute dacryocystitis with all its complications, in- 
cluding osteomyelitis of the maxilla, which the 
author has personally witnessed. 

Epiphora used to be managed by slitting the 
canaliculus even though a real constriction of the 
lacrimal duct could be demonstrated, with the re- 
sult that tearing always persisted even though the 
real pathologic condition in the duct was correct- 
ed. Lacrimation due to hypersecretion is now at- 
tacked at its source, either by x-ray therapy di- 
rected at the gland to diminish its output, or by 
cocainization or alcohol injection of the spheno- 
palatine ganglion to obstruct the nerve supply to 
the gland, as the tears are frequently increased 
by irritating lesions in the nose. Epiphora due to 
senile ectropion requires correction by one of the 
accepted treatments of lid shortening, but when 
it is due only to outward displacement of the low- 
er punctum, a few well-placed Zeigler cautery 
punctures will yield a most satisfactory result. 

Hyposecretion as evidenced by keratitis sicca is 
well managed by closure of the puncta with the 
actual cautery, whereupon the mucous glands of 

Krause furnish enough lubrication to keep the 
cornea moist and comfortable. It is well to seal 
off only the lower punctum at first as lacrimation 
may be sufficient to cause tears to stand constantly 
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in the eyes if too enthusiastic treatment is em- 
ployed. The upper punctum can always be closed 
at a later date if necessary. 

As a resident on a fine ophthalmic service, the 
author was taught no surgical procedure on the 
lacrimal sac other than excision, which of course 
never cured chronic dacryocystitis as the canalic- 
uli still remained to act as potential sources of in- 
fection for the debilitated cornea. Dacryorhinos- 
tomy of one form or other has been the greatest 
advance in this field in the past twenty-five years, 
and there exists no longer any excuse for any 
other procedure, provided the passageway from 
the punctum to the sac is intact. The evidence of 
any mucocele, no matter how small, in the lacrimal 
sac is an indication for such therapy, and one 
should not hesitate even though ‘only one, and 
that an upper, canaliculus is intact. 

Secause of its good results in his hands, the 
author prefers the Dupuy-Dutemps dacryorhinos- 
tomy as modified by Chandler, which provides a 
three-sided tunnel of mucous membrane less apt 
to be occluded by bony ingrowth as is the case in 
the original technique. All ethmoidal cells which 
happen to be in the way should be completely ex- 
enterated and care taken not to close the mucous 
membrane of the lacrimal sac with that lining an 
ethmoidal cell, as the author once discovered when 
re-operating on a patient for a colleague whose 
first plastic procedure was a failure. A large bony 
window is desirable, at least 10 by 12 mm. or 
preferably more, as it facilitates the handling of 
the flaps. Special atraumatic sutures and a small 
mosquito hemostat as a needle holder are refine- 
ments which have been found valuable and time 
saving. This operation is feasible at any age, as 
the author has employed it from eighteen months 
to seventy-two years with complete satisfaction to 
all. 

The history of lacrimal sac surgery was re- 
viewed by illustrations and salient points of each 
procedure explained. A number of allied affec- 
tions of the lacrimal apparatus and complications 
in their treatment were demonstrated by koda- 
chrome slides. 
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TREATMENT OF CARPAL NAVICULAR INJURIES 


CARL G. CASPERS, M.D. 
Minneapolis, Minnesota 


ee URE of the carpal navicular bone is the 

most common of carpal injuries and is second 
only to Colles’ fractures in injuries about the 
wrist. As such, it has occupied an increasingly 
important role in current medical literature. Sur- 
geons writing on the treatment of this fracture re- 
peatedly stress the importance of early diagnosis 
and early treatment, as healing varies directly with 
the time interval betwen injury and onset of treat- 
ment. Most fractures are readily diagnosed, but 
no fracture is overlooked more frequently than 
fracture of a carpal navicular bone. Every so- 
called “sprained wrist” should be considered a 
fracture until proven otherwise. 


Fracture of the navicular bone occurs most fre- 
quently in young, robust, male adults from a fall 
on the outstretched hand. There is slight swelling 
of the wrist, with fullness in the anatomical snuff- 
box area. Motions of the wrist are slightly limited 
and painful. There is acute tenderness on palpa- 
tion over the navicular bone dorsally and just be- 
low the radial styloid process. X-rays of the 
wrist must be taken in three planes, the anterior- 
posterior, lateral, and oblique. In the anterior- 
posterior view the hand is held in ulnar deviation. 
An initial negative x-ray report does not neces- 
sarily rule out a fracture of the navicular bone. 
The injury should be treated as a possible frac- 
ture by immediate immobilization and x-rays of 
the wrist should be taken again in one to three 
weeks. Immediate and proper treatment results in 
union in almost all cases, whereas delayed treat- 
ment results in delayed healing or non-union. 


Fractures of the navicular bone occur either 
through the tubercle, the waist, or proximal pole. 
The mechanism producing the fracture is thought 
to be a transmission of force from the heel of the 
hand through the capitate bone, which impinges 
the navicular bone against the distal radial styloid 
process. Anatomically the navicular bone is thin- 
nest at its midportion, the waist, and therefore, is 
most readily fractured in this area. The bone oc- 
cupies a unique anatomical position. It is the 
longest carpal bone, articulating with five other 
bones, and lies in both the first and second carpal 
rows. The latter fact is important, for lateral car- 
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pal movement which normally takes place between 
the first and second row of carpal bones is, in th« 
case of a fracture, directed through the fracture 
line as a shearing force. The articular surface of 
the navicular bone encases the bone almost en- 
tirely in articular cartilage, leaving only a small 
non-articular dorsal radial ridge for entrance of 
its blood supply through multiple foramina.” 
These foramina vary in number and position and 
are rarely seen extending proximal to the mid- 
portion of the bone. In fracture through the waist 
each fragment will receive a blood supply in the 
larger percentage of cases. In others, the proxi- 
mal fragment may be devoid of a blood supply, 
and in fractures occurring through the proximal 
end of the navicular bone the small proximal frag- 
ment is avascular. Because healing of the fracture 
is dependent on its blood supply, certain predic- 
tions can be made regarding healing: fractures of 
the tubercle, having a good blood supply, usually 
heal rapidly ; fractures through the waist heal in 
most cases if rigidly immobilized for a period of 
eight to ten weeks; but fractures through the 
proximal pole require a longer period of immobil- 
ization, even up to eight to twelve months. This 
time is required for re-establishing blood supply 
by creeping substitution, just as in other cancel- 
lous bone fractures. 

Treatment of a fractured navicular bone is by 
continuous and uninterrupted immobilization in a 
snug-fitting cast. It has been repeatedly shown 
that union will occur if immobilization is complete 
and prolonged. Soto-Hall and Haldeman‘ have 
placed emphasis on position of the wrist and 
thumb in plaster. They advise a position of full 
radial flexion and 30° dorsal flexion of the hand, 
with full abduction and extension of the thumb. 
This position undoubtedly aids in securing better 
fixation, as the navicular fragments are locked to- 
gether and the disturbing motion of a gliding 
flexor pollicis longus tendon is eliminated. Immo- 
bilization, however, is the most important factor in 
successful treatment. The snug-fitting cast should 
extend from the distal palmar crease to just be- 
low the elbow and should include the thumb. It 
should be changed only when it becomes loose. 
Immobilization is continued until x-ray evidence 
of union is present. 
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When non-union of a fracture has occurred, the 
treatment of choice is bone-graft surgery. 
Schneck® has advised drilling of the navicular 
bone, first subcutaneously and then openly. This, 





Fig. 1. Drawing of the operative procedure. The graft bed in 
the proximal navicular fragment is well visualized. 


however, has given way to bone grafting, as it has 
proved more successful in promoting healing. The 
technique of operation varies. Some surgeons use 
two or three small grafts; others use a single 
graft, of varying size, taken either from the 
radius, ulna, or tibia. Drilling of the navicular 
bone is not a simple task, and great care must be 
exercised in placing the drill hole properly so that 
adjacent articular surfaces are not injured. Bone 
grafting is difficult, even in experienced hands. 
In our surgical procedure a channel is cut with 
a chisel in the proximal fragment, and the distal 
fragment is drilled under direct vision. This tech- 
nique aids greatly in the accurate placement of 
the graft in the distal fragment. A fairly large 
graft (shown in the lower left corner of Figure 1) 
is then introduced into the channel and wedged 
securely into the distal fragment, impacting the 
fragments with the bone graft. Following opera- 
tion, immobilization, as outlined earlier, is carried 
out until union is demonstrated on x-ray exami- 
nation. 
Case Reports 
Case 1.—This illustrates treatment of a fresh fracture 
'y prompt and continued immobilization. This thirty-six- 
year-old man suffered a fall on his outstretched hand 
on January 23, 1946, while visiting in another city. He 
iad immediate pain, swelling, and disability in the wrist. 
He was seen by an orthopedic surgeon who took x-rays 


nd then immobilized the wrist, even though the x-rays 
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were negative for fracture. This patient was instructed 
to report to his own doctor on return home for re-exam- 
ination and further x-rays. 

He was seen and examined on January. 29, 1946. X- 
rays taken at this time, six days after injury, showed a 





Fig. 2. Case 1. An acute fracture of the waist of the navicular 
bone (a) six days after injury, and (b) fifteen weeks later, 
following conservative treatment in plaster. 


fracture through the waist of the navicular bone (Fig. 
2). Examination revealed acute tenderness over the 
navicular bone dorsally, as well as in the anatomical 
snuff-box area, with limited motion. The wrist was im- 
mobilized in a plaster cast, incorporating the thumb for 
ten weeks. Figure 2 also shows the healed fracture on 
May 14, 1946, some fifteen weeks after starting treat- 
ment. Good bony union had been obtained, but there was 
still some bony atrophy present. He had a good result, 
having a complete range of painless motion. 


Case 2.—This illustrates treatment of a fracture with 
delayed union by bone-graft surgery. This young woman, 
aged twenty-four, fell on her outstretched hand in the 
winter of 1941, sustaining an injury to hér wrist. She 
experienced some swelling, pain and disability in the 
wrist, but thought this was only a sprain and sought no 
medical help. Her symptoms gradually subsided, and 
she was able to carry on with her work. In the fall of 
1941, her symptoms recurred. Examination at this time 
revealed tenderness over the navicular bone with pain 
on radial-abduction of the wrist. X-rays taken on Oc- 
tober 6, 1941, showed a fracture of the waist of the 
navicular bone with widening of the fracture line 
through absorption with early cystic changes (Fig. 3a). 
She was treated by bone-graft surgery on October 31, 
1941. The navicular bone was exposed through a lateral 
incision, drilled and grafted with a tibial graft. Figure 
3b shows the graft well in place. The graft, however, is 
slightly small. Gordon Murray! states that larger grafts 
promote healing more readily. Following operation, im- 
mobilization was carried out in plaster for four months. 
X-rays taken in June, 1942, eight months following op- 
eration, show excellent bony union (Fig. 3c). Clinically, 
the patient had a normal functioning wrist. 


993 





CARPAL NAVICULAR INJURIES—CASPERS 


Case 3—This illustrates treatment of a fractured na- 
vicular bone with established non-union by bone-graft sur- 
gery. This eighteen-year-old boy gave a history of hav- 
ing injured his wrist playing football three years pre- 


of the wrist. X-rays taken September 26, 1945, show 

definite fracture through the waist of the navicular bon 
with marked widening of the fracture line, with associ 
ated cystic changes in both fragments (Fig. 4a). A 





Fig. 3. Case 2. (a) Delayed union in a fractured carpal navicular bone. (b) Bone graft well 
aligned in navicular bone. (c) Bony union is shown eight months later. 





Fig. 4. Case 3. (a) Marked widening of the fracture line with cystic changes seen in a case of definite 
non-union of a fractured navicular bone. (b) A large bone graft in good position within the navicular bone. 
(c) Bony union is shown sixteen months following bone-graft operation. 


viously. He complained of immediate pain at the time 
of injury in his wrist and saw his doctor. The wrist was 
not x-rayed, and the injury was treated as a sprain. 
One year later, because of persisting disability, this pa- 
tient sought the help of another doctor, who x-rayed 
his wrist and immobilized it in a leather brace for a 
period of five months. Some improvement followed, but 
his symptoms recurred. He was seen in September, 
1946, when he complained of limited, painful, motion in 
the wrist and stated that cold weather aggravated his 
symptoms. Examination revealed marked tenderness 
over the navicular bone, especially in the anatomical snuff- 
box area. Pain was increased by radial and dorsal flexion 
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bone-graft operation was performed on October 9, 1945. 
At operation, the fracture line was curetted of its fibrous 
tissue, the distal fragment slotted, and the proximal 
fragment drilled under direct vision. A tibial graft was 
introduced into the slot and wedged securely into the 
distal fragment. This graft, as shown in Figure 4b, was 
large and in excellent position within the navicular bone. 
Plaster immobilization was enforced for approximately 
three months and then fixation continued in a leather 
brace for an additional three months. X-rays taken on 
February 17, 1947, sixteen months postoperatively, 
showed good bony union present (Fig. 4c). The patient 
(Continued on Page 1052) 
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THE SURGICAL MANAGEMENT OF INTESTINAL OBSTRUCTION 





M. G. GILLESPIE, M.D., A. J. SCHLEPER, M.D., J. W. HALVORSON, M.D., and 
GEORGE W. HEINE, JR., M.D. 


Duluth, Minnesota 


murat THE past decade the concept of the 
A mechanistic factors in obstruction and their 
treatment as described by Wangensteen have be- 
come generally accepted. It has only been during 
this period that the mortality rate has shown any 
consistent decline. 

This improvement in the mortality of intestinal 
obstruction is undoubtedly due to a better under- 
standing of the mechanics of obstruction and its 
relief by gastrointestinal suction; to a_ better 
knowledge of the value of electrolytes, blood and 
plasma transfusions ; to a keener awareness on the 
part of the physician of the importance of early- 
recognition and the institution of prompt medical 
and surgical treatment; and finally to the exhibi- 
tion of improved judgment and operative finesse 
in correcting the obstructive factor and perform- 
ing aseptic decompressions and anastomoses. 


Obstructions of the intestinal tract may be due 
to mechanical factors or they may be of functional 
origin. Obstructions of the latter type occur most 
commonly after operations, after spine injuries 
and in association with intra-abdominal inflamma- 
tory lesions. The treatment of this type of ob- 
struction is largely medical. The most important 
therapeutic procedures are gastrointestinal suction 
and intravenous infusions. 

Table I shows the relative frequency of occur- 
rence of lesions producing obstruction in a series 
of 244 cases at St. Mary’s Hospital, Duluth, in the 
decade 1937 to 1948. Adhesions and bands, her- 
nias, tumors and intussusception in that order 
comprise almost 85 per cent of the factors pro- 
ducing obstruction. The remaining 15 per cent 
includes such lesions as volvulus, foreign bodies 
(such as gallstones), diverticulitis, regional ileitis, 
Meckel’s diverticulum, stricture and almost an 
equal number in which the type of obstruction 
was not specified. 

Obstructions by bands and adhesions, either oc- 
curring early after operation, late after operation 
or without previous operation, are the most fre- 
quent cause of intestinal obstruction. In this 
vroup of cases, 88 per cent had previous opera- 
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TABLE I. CAUSE OF OBSTRUCTION 
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TABLE II. AGES 





Average Age 











Males Females in Years 

Adhesions and bands 41 39 46 
Hernias 21 32 58 
Tumors 17 28 62.5 
Intussusception 17 7 1.3 
Type not specified 9 11 51.5 
Mixed types 16 6 51.1 

Totals 121 123 45* 

Excluding intussusception 53 


tions. Forty-five per cent had a previous appen- 
dectomy, and 25 per cent, a pelvic operation. 

The most frequent cause of obstructions of the 
large bowel are neoplasms. 

The most frequent cause of obstruction in chil- 
dren is intussusception. 

In almost one-third of the cases there was evi- 
dence of recurring attacks of obstruction. 

Males and females are equally susceptible to 
acute intestinal obstruction (Table IT). 

Obstructions by neoplasms affected chiefly the 
older age groups, the average age being 62.5 
years. Obstructions due to bands and adhesions 
affected the younger adult age group, while the 
average age of the intussusception group was 1.3 
years. 

Treatment was limited to medical management 
in about 25 per cent of the 244 cases. This group 
of patients included those of minor degrees of 
obstruction which were relieved by gastrointesti- 
nal suction. There were five cases of intussuscep- 
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TABLE III. TREATMENT 





Number Per Cent Deaths Per Cent 








Medical 63 26 11 17.4 
Surgical 181 74 30 16.5 
Total 244 41 





TABLE IV. MORTALITY 





Oper. Oper. Oper. 
Within Within After 
24hrs. 48 hrs. 48hrs. Totals 








Adhesions and bands 17 13 30 60 
Hernias 24 13 12 49 
Intussusception 12 2 5 19 
Tumors 0 0 37 37 
Type not specified 0 0 2 2 
Mixed types 3 1 10 14 
Totals 56 29 96 181 
Deaths 4 5 21 30 
Per cent 7.1% 17.1% 21.8% 16.8% 





tion which were reduced by barium enema. The 
group also included several whom it was impossi- 
ble to get into condition for operation and also 
included a few who entered the hospital in extre- 
mis (Table III). Interestingly, the mortality rate 
for this group was slightly higher than that for 
the group which was subjected to operation. 

The chief factor in the high mortality rate of 
intestinal obstruction is delay: delay in seeking 
medical attention and delay on the part of the 
physician in making a diagnosis and instituting 
treatment. Those who died on the medical service 
without benefit of surgery had been ill an average 
of over eight days before medical treatment was 
instituted. On the surgical service, of those who 
succumbed, the average patient had been ill for 
13.6 days before operation was performed. 

The influence of length of illness before opera- 
tion on the mortality rate is illustrated in Table 
IV. Of fifty-six patients who were operated upon 
within twenty-four hours of the onset of illness 
there were four deaths, or a mortality rate of 7.1 
per cent, whereas within forty-eight or after 
forty-eight hours the mortality rate rapidly in- 
creased to 17.1 per cent and 21.8 per cent, re- 
spectively. 

It is obvious that a continuing improvement 
in the mortality of intestinal obstruction demands 
early accurate diagnosis and the prompt institu- 
tion of treatment. All too frequently when a pa- 
tient with acute obstruction is admitted to the hos- 
pital, the doctor is satisfied with an admitting diag- 
nosis of “acute abdomen” or at best one of “‘acute 
obstruction,” no great attempt being made to diag- 
nose the type or level of obstruction or whether it 
is a simple or strangulating obstruction. 
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Occasionally acute appendicitis, biliary trac 
disease, pancreatitis, perforated ulcer and acut: 
ureteral obstruction may simulate acute intestina' 
obstruction. 

The triad of symptoms characteristic of ob 
struction are colicky pain, vomiting and disten 
tion. The character and intensity of these symp 
toms will depend largely on the degree and level 
of the obstruction. High small bowel obstruction 
is characterized chiefly by profuse vomiting and, 
if the level of obstruction is below the duodenum, 
colicky upper abdominal pain. Low small bowel 
obstruction is characterized by the sudden onset 
of colicky abdominal pain and borborygmi heard 
at the height of the colic. One should keep in 
mind that in the early hours of obstruction dis- 
tention is not present. Yellow-brown, sometimes 
foul-smelling vomitus signifies low late ileal ob- 
struction. 

With colonic obstruction there is a more grad- 
ual onset of colicky pain. Abdominal distention 
becomes marked only with complete obstruction. 
Vomiting is not a striking feature. Because of 
the competency of the ileocecal valve (75 per 
cent), acute obstructions of the celon are largely 
of the closed loop type. 


One of the stumbling blocks is the early differ- 
entiation between simple and strangulation ob- 
struction. This is important because the latter 
group is associated with a much higher mortality. 
Because of the inability to distinguish strangula- 
tion from simple obstruction, some surgeons take 
the stand that all acute mechanical obstructions 
should be regarded as strangulating until proved 
otherwise. The surgical staff of the Massachu- 
setts General Hospital follows the policy of imme- 
diate operation, after replenishing fluids, upon all 
patients with acute intestinal obstruction who are 
seen within twenty-four hours. Even those that 
are seen within forty-eight hours after the begin- 
ning of the illness are operated upon as soon as the 
electrolytes, plasma and blood are replenished. 

In this connection, Moses makes a strong point 
in his insistence that the distention should be re- 
lieved and that the physiological alterations 
should be corrected before the patient is subjected 
to operation. 

External hernias are the most frequent cause 
of strangulation obstruction and as such should 
offer no difficulty in diagnosis (Table V). As evi- 
dence of this is the relatively low mortality rate 
associated with external hernias. An exception to 
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this is femoral hernia where the mortality rate 
was 40 per cent. 

The characteristic clinical picture is a patient 
with a tender tense mass at the site of herniation 
associated with signs and symptoms of intestinal 
obstruction. 

It is the lesion within the abdomen producing 
obstruction that is associated with difficulties in 
recognition, differential diagnosis, and consequent 
delay in treatment. In this type of case it is im- 
portant not only to establish a diagnosis but to 
estimate the degree, type and level of obstruction. 
In strangulation obstruction the colicky pain is 
more sudden in appearance, more intense and 
continuous. The patient tries to assume a position 
of relief. There is a more rapid progression of 
symptoms. The abdomen becomes tender. Shock 
may supervene early. A tender mass on abdom- 
inal or pelvic examination may be detected. A 
diagnostic paracentesis of the abdomen can be of 
great value. An 18-gauge needle is inserted 
through the abdominal wall in an upward oblique 
direction to either side and slightly below the 
navel. The aspiration of a few cubic centimeters 
of bloody fluid will clinch the diagnosis. 


The x-ray evidence of obstruction is most im- 
portant. Only too often the physician fails to uti- 
lize this diagnostic aid (Table VI). A large scout 
film of the abdomen is most helpful. Other ex- 
posures which may be of aid can be taken in the 
erect and in the lateral positions. The particular 
information which an x-ray examination may 
elicit is the degree of intestinal distention, the lo- 
cation of distended loops and whether air exists 
in the peritoneal cavity and colon. 

In the event that the diagnosis is not immedi- 
ately evident and a policy of watchful waiting is 
adopted, it is well to see and examine the patient 
at intervals of a few hours. The abdomen should 
be carefully re-examined, the general condition of 
the patient should be appraised, and it may be de- 
sirable to repeat the x-ray pictures. During this 
interval, of course, the preoperative treatment of 
the patient can and should be initiated. 


Preoperative Treatment 


It is safe to say that gastrointestinal suction 
should be started immediately in all cases of ob- 
struction of the small bowel. The type of tube to 


¢ used is a Levine lead-tipped duodenal tube or 
he Miller-Abbott, or one of its modifications. 
"he Levine tube will take care of all high intes- 
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TABLE V. MORTALITY IN VARIOUS GROUPS 























Total Surg. 
Cases Trt. Mortality 
Adhesions and bands 60 7 11.6% 
am 
nguina ( 
Veal 34 1 3% 
Internal 5 
Femoral 10 4 40 % 
Intussusception 19 2 10.5% 
Tumors 37 11 30 % 
Type not specified 2 1 50 % 
Mixed types 14 4 30 % 
Totals 181 oper. 30 deaths 
TABLE VI. X-RAY EXAMINATIONS 
Positive Negative None Taken 
Adhesions and bands 49 10 21 
Hernias 0 48 
Tumors 29 3 13 
Intussusception 8 0 13 
Mixed types | 12 3 7 
Type not specified 16 2 2 
Total 114 23 107 





tinal obstructions as well as most of the cases of 
low small bowel obstruction where its use is re- 
sorted to before the obstruction becomes marked, 

In the low ileal obstructions, the Miller-Abbott 
tube or one of its modifications should be resorted 
to especially in the case of marked distention. 
Various methods and contrivances have been sug- 
gested to insure the rapid passage of the tube 
through the pylorus and down the intestine. Its 
use is not without some danger. 

Gastrointestinal suction is not indicated in 
large bowel obstruction unless there is an incom- 
petent ileocecal valve with regurgitation and con- 
sequent distention of the lower ileum. 

Granted that the case is one of intestinal ob- 
struction, supportive treatment should be started 
at once. Morphine or one of its derivatives should 
be administered for relief of pain. In acute high 
intestinal obstruction, saline infusions should be 
administered. In low obstructions saline solutions 
have no specific merit. Where dehydration is 
present, as indicated by thirst, dryness of the skin, 
loss of turgor, and low urinary output, saline and 
glucose solutions should be administered in suffi- 
cient quantities to insure a urinary output of 700 
to 1,000 c.c. daily. In low bowel obstruction and 
with great distention, the too liberal use of saline 
may result in greater accumulations of fluid in the 
obstructed gut; overchlorination may result in 
salt retention and edema. 

If shock is impending or present, such as one 
sees in strangulation or in late simple obstruction, 
plasma and blood transfusions should be admin- 
istered in adequate amounts. 
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The two most important measures in the pre- 
operative treatment of a patient with intestinal ob- 
struction are the administration of adequate fluids 
(electrolytes, plasma and blood) and gastrointesti- 
nal suction. These should be started early and 
should be continued throughout the operation and 
into the postoperative period until normal motility 
has been established. 


Operative Treatment 


The three cardinal principles in the successful 
treatment of intestinal obstruction are the institu- 
tion of gastrointestinal suction, the administration 
of fluids in the proper amounts, and an operative 
procedure performed at an opportune time and 
wisely selected and executed in a skillful manner. 

The choice of anesthesia is important. Spinal 
anesthesia is ideal in the good-risk patient but 
should not be used in the face of shock, in the 
patient who is very anemic or in the patient of 
advanced years. General anesthesia, skillfully ad- 
ministered, is preferred for these patients. 

Local infiltration in the poor-risk patient where 
a minor procedure is contemplated is sometimes 
indicated. 

The incision will depend largely on the level of 
obstruction. For exploration a midline lower ab- 
dominal or imid right rectus incision should be 
made. In the case of low obstruction of the small 
bowel, an incision on either side of the midline is 
preferred. If a mass can be palpated, a vertical 
incision over the mass is advantageous. In the 
case of obstruction of the pelvic colon, an incision 
parallel to and over the transverse colon is pre- 
ferred. In the case of an obstruction of the right 
colon, a vertical incision on the left side of the 
abdomen is often indicated. 

When the abdomen is opened, its contents 
should be inspected insofar as possible. Eviscera- 
tion is to be avoided. Patients with prolonged 
acute bowel obstruction do not tolerate extensive 
manipulation. The ideal is to find the obstructing 
element directly, carefully divide the band or re- 
lease the bowel. As a general rule, the early ob- 
struction is corrected more easily and with less 
danger to the patient. The operative correction of 
obstruction in the late stages is more apt to be as- 
sociated with more serious consequences to the 
patient and will require better surgical judgment 
and more complicated surgical maneuvers. 

The operative treatment of acute intestinal ob- 
struction depends on the nature of the obstruction 
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and the pathological changes in the bowel wall. I: 

the case of strangulation the question of the via 

bility of the bowel must be judged. If the bows 

is viable, the strangulation only is relieved. |) 
the gut is nonviable, it must be excised. After 
release of the obstruction, time should be allowed 
for the circulation of the obstructed segment to 
return. To encourage this, the bowel should be 
covered with hot moist sponges. Whether the 
bowel is viable will be determined by its color, 
contractility and the pulsation of its vessels. If 
damage to the circulation is slight, consideration 
should be given to the performance of an enter- 
ostomy proximal to the strangulated area. In the 
event that a Miller-Abbott tube is already decom- 
pressing the small bowel, enterostomy will not be 
indicated. In the case where the bowel is non- 
viable, primary resection with aseptic end-to-end 
anastomosis is the procedure of choice. The dan- 
ger is peritonitis. If there is a question about the 
anastomosis and the bowel is not adequately de- 
compressed, an enterostomy proximal to the anas- 
tomosis is indicated, especially in low ileal obstruc- 
tions. 

Gastrointestinal suction has largely done away 
with the need of enterostomy ; yet, at times there 
will be a clear indication for its employment. 

With the development of aseptic anastomoses, 
exteriorizations are being abandoned. However, 
exteriorization operations sometimes will be in- 
dicated in low ileal and colonic obstructive lesions. 

Entero-enterostomy will sometimes be indicated 
in the case of massive adhesions and an occasional 
case of inflammatory obstruction, as in regional 
and multiple jejunitis and in some cases of acute 
obstruction due to tumor. 


In acute obstruction of the right half of the 
colon where there is an incompetent ileocecal 
valve, ileotransverse colostomy will be the opera- 
tive procedure most commonly employed. Colos- 
tomy, and less frequently cecostomy, will some- 
times be indicated. In cases of volvulus of the 
cecum and of the ascending colon where gangrene 
is impending, primary resection or exterioriza- 
tion is usually performed. In lesions of the left 
half of the colon, transverse colostomy will be 
indicated. In volvulus of the sigmoid, if it is not 
too far advanced, untwisting of the volvulus and 
decompression of the segment by the use of a 
rectal tube -is useful. When gangrene is present, 
exteriorization is advised. 

The surgical maneuvers to correct rarer types 
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of obstruction will depend on the place and the 
type of the obstructing factor in the particular 
case. 

Postoperative Treatment 

Postoperative treatment begins when the pa- 
tient is still in the operating room. The most 
common complications are shock, atelectasis and 
aspiration pneumonia, peritonitis, wound infec- 
tion, and thrombophlebitis. 

In a patient who is operated upon early and 
after adequate preparation, postoperative compli- 
cations occur infrequently. Conversely, in the 
group that is operated upon late and without 
sufficient preparation, complications that may be 
lethal can be frequently expected. 

Postoperative management is largely a continu- 
ation of preoperative treatment. Gastroduodenal 
suction should be started when the patient enters 
the hospital, continued through the operation and 
into the postoperative period until normal mo- 
tility is re-established. 

Intravenous fluids also should be started in the 
preoperative period, especially if there has been 
excessive vomiting with electrolyte depletion and 
dehydration, or in the case of impending shock. 
This fluid administration should be continued 
throughout the operation and into the postopera- 
tive period until recovery is well advanced. 

3efore the anesthesia is discontinued, the 
pharynx and the trachea should be thoroughly as- 
pirated. 

The patient should not be hurried from the op- 
erating room. Impending or actual shock should 
be combatted with sufficient intravenous fluids 
(blood or plasma). The pulse and the blood pres- 
sure should be stabilized. In some cases it may 
be desirable to transport the patient back to his 
room in a tilted (head down) position and, when 
transferred to his bed, kept in this position by 
elevating the foot of the bed. He is then main- 
tained in that position until fully awake or until 
the blood pressure is stabilized. 

Oxygen admisistered by the Boothby mask may 
be indicated, especially if cyanosis is present. 

Penicillin administration, if not begun during 
the preoperative period, can be started by intra- 
muscular injection in adequate doses. 


Catheterization every six to eight hours may 


le necessary if the patient is unable to void. 

'luids should be administered in sufficient quanti- 

lies to insure an excretion of 800 to 1,000 c.c. of 
rine daily. 
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TABLE VII. SURGICAL MORTALITY, SMALL BOWEL 
OBSTRUCTION 





Total Cases Deaths 








Adhesions and bands 60 7 
Hernias 49 

Inguinal 1 

Femoral 4 
Intussusception 19 2 
Tumors 4 3 
Mixed 13 

Volvulus 1 

Regional ileitis 1 

Gallstone 1 
Type not specified 1 0 

Total 146 20 (13.7%) 





Early ambulation should be encouraged. 

Enemas should not be given until all danger of 
peritonitis is passed. Usually the bowels will 
move spontaneously some time after the fourth 
postoperative day. 

Atelectasis of a minor degree will usually clear 
up spontaneously if the patient is encouraged to 
change his position frequently and if he is encour- 
aged to cough and expectorate. Collapse of a ma- 
jor lobe or of an entire lung will require bronchial 
aspiration. The danger of aspiration pneumonia 
will largely be eliminated by thorough gastro- 
intestinal suction. 

The treatment of peritonitis is largely by 
gastrointestinal suction. 

Wound infection will become evident by fever 
and local tenderness, swelling and inflammation. 

Thrombophlebitis will be largely combatted by 
elevation of the foot of the bed in the early post- 
operative period, and, later, by early ambulation. 
When phlebothrombosis or thrombophlebitis is 
present, consideration should be given to heparin 
and dicumarol administration and, in some cases, 
to bilateral ligation of the deep femoral veins. 

In the case of other less common complications, 
appropriate treatment should be instituted early. 
Mortality 

In this series there was an operative mortality 
of 16.5 per cent. If one considers lesions of the 
small bowel only, the mortality rate was 13.7 per 
cent (Table VII). When strangulation obstruc- 
tion is present, the mortality rate is substantially 
increased. The over-all mortality rate in the non- 
strangulated group was 14 per cent compared to 25 
per cent in the strangulated group. 

Table VIII, taken from Moses’ article, shows 
the mortality rates in reported series of acute 
obstructions of the small bowel. 

The chief causes of death are peritonitis, shock, 
and pulmonary complications. This holds true not 
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TABLE VIII. MORTALITY RATES IN REPORTED CASES 
OF ACUTE OBSTRUCTION OF THE SMALL INTESTINE 





Number Mortality 








Year Author Cases Per Cent 
1930 Holden ' 19.0 
1938 Scudder, Xwemer & Whipple 2150 24.0 
1938 Wangensteen 157 17.9 
1940 Schlicke, Bargen & D'xon 133 21.8 
1940 McKittrick and Sarris 136 20.0* 
1942 Dennis and Brown 48 13.3 
1943. Dennis and Brown 110 15.5 
1944 Dennis 53 15.1 
1945 Moses 118 8.5* 
1946 Hunt 41 7.3 
1946 Moses 223 6.4* 
1949 St. Mary’s Hospital, Duluth 146 13.7 





*Hospital mortality 


TABLE IX. CAUSES OF DEATH 














No Surgery Surgical Totals 

Peritonitis 14 27 41 
oc 12 5 17 
Deaths in Operating Room 0 4 4 
Coronary occlusion 2 1 3 
Pulmonary embolus 1 1 2 
Anuria 1 0 1 
Pneumonia 0 3 3 
Unknown 0 1 1 
Totals 30 42 72 








only in the surgical group but also in those who 
die under medical treatment. Table IX shows 
the causes of death in a study of the autopsy 
records of St. Luke’s Hospital, Duluth, between 
the years 1935 to 1948. Peritonitis and shock 
comprised 73.8 per cent of the surgical deaths and 
86.6 per cent of the medical deaths. 


Conclusions 
Based on the above clinical and pathological 
studies of intestinal obstruction, the following 
conclusions can be drawn 
To expect a continuing improvement in the 
mortality rate, the patient must somehow be in- 
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duced to seek medical attention earlier in his oc» 
her illness, 

The physician’s responsibility is to make an 
early, accurate diagnosis and begin treatmen: 
without delay. The two most. important proc: 
dures in treating intestinal obstruction are gastro 
intestinal suction and the administration of intra- 
venous fluids. 

The surgeon’s duty is to see that the patient is 
properly and adequately prepared, and that the 
operation is performed at a judicious time and in a 
skillful manner. 
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INSURED FOR HEALTH 





PERCY T. WATSON, M.D., M.P.H. 


Director, Division of Local Health Services, Minnesota Department of Health 
Minneapolis, Minnesota 


N A LITTLE over 100 years, life insurance 

has become an important asset in nearly all 
countries. The exceptions are those countries 
where, because of such elements as unstable health 
and unfavorable economic conditions, life insur- 
ance is often unavailable, despite the fact that the 
people of those countries have the greatest need 
for its benefits. What has been accomplished in 
public acceptance of life insurance remains to be 
done in the field of health insurance. Certainly, 
the reasons for health insurance are as logical and 
valid as those for family protection after the death 
of the breadwinner. 


A stable economic organization and a relatively 
high level of general health are essential to both 
types of insurance. Perhaps one reason that 
health insurance has not been so widely accepted 
as it deserves is that the principles of an ordinary 
life insurance policy are fairly simple and easily 
understood. The policy holder knows that a 
payment will be made to his beneficiary on his pre- 
mature death, and because he is glad to be alive 
he is willing to pay the premiums as they come 
due. 

Secondly, life insurance policy holders realize 
that if they pay their premiums until they reach a 
fairly advanced age, and leave the dividends to 
the credit of the policy to accumulate at interest, 
the cash value of the policy, upon which the size 
and type of all annuity payments depend, will 
finally equal or even exceed the total of the 
premiums paid. During the first years, the value 
of an insurance policy rests upon the certainty 
that one’s family is protected financially in the 
event of the breadwinner’s death or total dis- 
ability. That certainty is, for the time, of more 
value than the amount of the premiums paid. 
lor a considerable part of the time that the 
policy is in force, the death benefits are much 
greater than the amount of the premiums. It is 
man’s longevity, and the earnings of the moneys 
invested by insurance companies operating under 
a stable economic system, that permit life insur- 
ance to function satisfactorily. 

Thirdly, there is obviously no question about 
whether or not a person is dead. There is lit- 
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tle chance of evasion on the part of the policy 
holder, and we practically never hear of an insur- 
ance company failing to pay death benefits. 

The reasons for maintaining health insurance 
are just as logical as those in favor of life insur- 
ance. A person who maintains his health and 
earning power should be glad to pay premiums 
without getting any return from them, so long 
as health and earning power continue. His 
power to earn money is a much greater financial 
advantage than his possession of insurance. He 
should have a great deal of satisfaction in know- 
ing that as long as he does not need medical care 
and retains his earning power, his premiums are 
helping individuals and families for whom illness 
has created a crisis. Similarly, the home owner 
who pays fire insurance premiums would prefer 
to make life-long payments rather than suffer one 
disastrous fire. 

The need for educating the general public re- 
garding this point of view was shown recently, 
when several college students on vacation were 
heard discussing health insurance and college 
health services. Usually colleges include a health 
service fee as part of the total tuition charge. Thus 
these fees constitute a type of health insurance. 
The students felt they had been deprived of 
something because they had not received in medi- 
cal services the equivalent of what they had 
paid as a health service fee. They evidently 
lacked the ability to appreciate the principles of 
health insurance. A more thorough understand- 
ing of these principles would have convinced them 
that they were the gainers in the transaction, since 
they remained in good health and did not need 
the services for which they paid. 

There are some people who prefer to budget 
their own medical and hospital needs, independ- 
ently of any group. By far the larger number, 
however, cannot afford to set aside sufficient funds 
from their income, during the early years of 
budgeting, to protect themselves and their families 
against the catastrophe of serious illness or in- 
jury. The amount of money necessary to budget 
possible future medical and hospital costs will be 
less if the insurance principle is adopted. The 
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annual payments by individuals represent the 
average health costs for the group. A few sub- 
scribers each year have unusually heavy costs, 
while many make little or no demand upon the 
joint fund. 


Furthermore, health insurance will be much less 
expensive for everyone if each individual sub- 
scriber is willing that slight or minor ailments 
be excluded from benefit payments. This prin- 
ciple has a precedent in the $50 deductible type of 
automobile insurance. Health insurance plans are 
striving to make their settlements fair and equi- 
table, and it would be uneconomical to make pay- 
ments for slight illnesses, the cost of which 
can be easily financed by the individual. The 
cost of such slight illnesses can usually be in- 
cluded in the living costs that the family regularly 
meets. These costs will rarely exceed those of 
entertainment or recreation. It is of course im- 
portant not to neglect slight ailments, which 
might become major ones if not detected and 
treated in the early stages. But the cost of medical 
care for these minor needs can and should be 
borne, in the majority of cases, by the individual 
or his family, without recourse to his health in- 
surance. 

The success of any insurance plan depends upon 
everyone playing the game fairly. People who 
run up unnecessary bills, merely because they have 
insurance to pay the bills, are defeating the most 
essential principle of sickness insurance, which 
is medical care for unusual, unexpected, long- 
lasting or exceptionally costly illness. Good med- 
ical care can be provided satisfactorily in such 
an event only if everyone “plays fairly.” In in- 
surance of any type, the rates go up sharply when 
those concerned abuse the services provided. The 
public, innocent and guilty alike, pays for all 
demands, necessary as well as unreasonable, under 
the insurance principle. 

A very much greater proportion of those in- 
sured for health will require insurance aid than 
those covered by life insurance. Death is a very 
much smaller hazard than illness. On the other 
hand, sickness benefits—in the majority of cases— 
are much smaller than death benefits. 

We have stated that the basic principles of 
health insurance are very similar to the basic prin- 


ciples of life insurance. They are also quite sim 
ilar to the basic principles of satisfactory living. 
Education and training in recognizing the signifi 
cance and value of these basic principles should 
begin in early childhood and should be carried 
on through the grades and high school. The child 
needs to learn that team-work, fair play, and 
group effort apply to health insurance in the 
same way that they apply to other joint projects 
for a common good. Health insurance, covering 
especially catastrophic or prolonged illness, should 
be a part of every citizen’s economic planning. 
Possession of such insurance actually bolsters 
health, because it gives people the feeling that, 
if sickness comes, financial help is always at hand. 

Fifty-five million Americans have already pro- 
tected themselves in this manner, and this num- 
ber, fortunately, is increasing every month. All 
these people have a vital personal interest in the 
success of voluntary health insurance. They also 
share the hope that, as experience is gained, the 
benefits of health insurance may be improved and 
enhanced. What these fifty-five million have 
attained should not be destroyed in the interests 
of a much smaller group that cannot or will not 
plan for the health protection of themselves and 
their families. This latter group obviously does 
not include those now receiving or in need of pub- 
lic assistance because of old age, disability, and 
other conditions of this general nature. 

It is believed by many that if health insur- 
ance for individuals and groups were to be made 
compulsory, the compulsory features would cause 
the insured groups to lose their initiative and 
would hamper individuals in developing group 
co-operation, team-work and fair play as these 
principles apply to health insurance. A compul- 
sory health insurance system might foster the type 
of thinking illustrated by the college students who 
felt that they had not received any benefit from 
their health service fees. 

Certainly there are few misfortunes as severe 
as a long, disabling illness of the breadwinner of 
a family. Insurance against such a calamity is 
becoming recognized as a worthwhile investment. 
Under the effective operation of the insurance 
principle, those whom misfortune overtakes will 
be cared for, and all will be assured of adequate 
protection. 
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HEMOPERICARDIUM WITHOUT RUPTURE OF THE HEART FOLLOWING 


DICUMAROL THERAPY FOR MYOCARDIAL INFARCTION 


JAMES F. HAMMARSTEN, M.D. 
Minneapolis, Minnesota 


HE EFFECTIVENESS of dicumarol in pre- 

venting thromboembolic phenomena in pa- 
tients with acute myocardial infarction has been 
repeatedly confirmed.1 The hazard of hemor- 
rhagic manifestations as a result of anticoagulant 
therapy has prompted careful clinical and experi- 
Nonfatal hemorrhage has been 
frequently recorded but serious hemorrhage has 
been rare." In experimentally produced myocar- 
dial infarction in dogs, dicumarol did not increase 
hemorrhage into the myocardium and healing of 
the infarction was not delayed.***? 

That dicumarol might increase the danger of 
ventricular rupture has been feared® but no re- 
ports of hemopericardium have appeared where 
anticoagulant therapy could be considered respon- 
sible. The following case is reported as an in- 
stance in which excessive hypoprothrombinemia 
induced by dicumarol may have been an etiological 
factor in the production of hemopericardium. 


mental studies. 


Report of Case 

The patient, a fifty-eight-year-old Polish-American 
furrier, was admitted on January 2, 1948, for repair of 
a right inguinal hernia. The cardiovascular history was 
negative. 

The physical examination was negative except for a 
right indirect inguinal hernia and mild hypertension 
(Blood pressure: 178/98 mm. Hg). 

The urinalysis, erythrocyte sedimentation rate, hemo- 
globin concentration, serum bilirubin concentration, pro- 
thrombin time, and electrocardiogram were normal. The 
blood Kahn test was negative. A _ teleroentgenogram 
showed slight left ventricular hypertrophy and mild 
ectasia of the aorta. 

Because of fatty food dyscrasia, a cholecystogram was 
performed on January 5, 1948. One hour after the in- 
tramuscular injection of pitressin (1 c.c.) the patient 
developed retrosternal pain with dyspnea and perspira- 
tion. The blood pressure was 106/70 mm. Hg and pulse 
rate was 52 per minute. The heart sounds were distant. 
An electrocardiogram showed depression of ST-2 and 
ST-3, small R waves in CF-2 and CF-4, and high take- 
off of the ST segment in CF-2, CF-4-and CF-5. A 
diagnosis of acute myocardial infarction was made. On 
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TABLE I. DAILY PROTHROMBIN CONCENTRATION 
AND DICUMAROL DOSAGE 
| 
Prothrombin Time Prothrombin 
Date | In Seconds Concentration} Dicumarol 

} Per Cent Mg. 

Control Patient 
1/ 2/48 13 14.1 78 
1/ 7/48 | 14 16.6 55 200 
1/ 8/48 13 20.9 29 0 
1/ 9/48 13 21 29 75 
1/10/48 13 21.1 29 150 
1/11/48 12.8 38.8 10.9 0 
1/12/48 13 26 19 50 
1/13/48 13 32 15.8 50 
1/14/48 14 34 13.5 0 
1/15/48 14 44.1 9 0 
1/16/48 14 | 44:7 8 0 
1/17/48 14 30.8 15.8 0 
1/18/48 14 22.3 27 0 
1/19/48 14 33.4 13. 0 
1/20/48 13 24.5 21 50 
1/21/48 13.5 31.7 15 50 
1/22/48 14 40.6 10.4 0 
1/23/48 14 40 10.5 0 
1/24/48 14 34.8 13 0 
1/25/48 14 30.1 16.2 50 
1/26/48 13 26.3 18.8 50 
1/27/48 | 14 63.3 7 0 
1/28/48 14 66.5 6 0 
1/29/48 14 132 0.5 0 











January 7 the prothrombin concentration was 55 per cent 
and dicumarol therapy was begun. 

The blood pressure remained about 96/68 mm. Hg, 
and the heart sounds continued to be faint. He developed 
slight fever, mild leukocytosis and an increased erythro- 
cyte sedimentation rate. Serial electrocardiograms 
showed changes considered diagnostic of an anterior 
myocardial infarction (low voltage QRS in all limb 
leads, negative T-1, absent R waves in the precordial 
leads, and negative T waves in the precordial leads). 
A. teleroentgenogram on January 27, 1948, showed in- 
crease in the heart size with bulging along the left 
border. 

The patient proved to be more sensitive to dicumaro! 
than usual. On several occasions the prothrombin con- 
centration dropped to very low levels (Table I), but he 
exhibited no bleeding tendencies, and no vitamin K was 
given. Liver function studies were performed because 
of the sensitivity to small amounts of dicumarol. The 
bromsulfalein retention after forty-five minutes on 
January 28 was 19 per cent. A _ cephalin-cholesterol 
flocculation test on the same day was 1-plus in twenty- 
four hours and 2-plus in forty-eight hours. 

At 9:00 am. on January 29 he was dyspneic and 
pale. Crepitant rales were heard at the right base and 
the neck veins were distended. The liver was not pal- 
pable and no edema was present. One hour later he 
became more severely dyspneic, apprehensive and cya- 
notic. His blood pressure was 40/0 mm. Hg. The pulse 
was weak and thready. Examination of the chest showed 
bilateral crepitant and sonorous rales. The heart sounds 
could not be heard. The symptoms and signs became 
steadily worse and he died at 1:50 p.m. The prothrombin 
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concentration, determined at 9:00 a.m. on the day of 
death, was reported after the patient died as 0.5 per cent. 

The description of the significant portions of post- 
mortem examination was as follows: ; 

The pericardial cavity contained 800 c.c. of dark red 
blood. Numerous soft, dark red, fibrinous adhesions 
were present between the visceral and parietal pericar- 
dium. 

A thin-walled aneurysmal dilatation, which measured 
7 cm. in diameter, was located on the anterolateral surface 
of the left ventricle. The wall of the ventricle in the 
dilated area was 4 mm. thick. On the endocardial sur- 
face of the aneurysmal dilatation was a layer of reddish 
tan thrombus which measured up to 1 cm. in thickness. 
The anterior descending branch of the left coronary 
artery showed yellowish intimal thickening with com- 
plete occlusion by a thrombus 2 cm. from its origin. No 
gross laceration of the myocardium could be found, and 
“very careful and extensive search failed to reveal any 
small rupture of the ventricular wall or blood vessels of 
the heart.” 

Sections of the aneurysmal dilatation examined micro- 
scopically showed changes of a fairly recent infarction 
with early stages of healing. Microscopically no defect 
was found in the ventricular wall and no diffuse infil- 
tration of blood could be found. 

The liver sinusoids were congested with blood. The 
central portions of the liver cell cords showed exten- 
sive atrophy with vacuolization, loss of normal stain- 
ing. reaction and diffusely scattered polymorphonuclear 
leukocytes. The changes in the liver indicated passive 
congestion. Since the liver cell cords could be followed 
down to the central veins, the process was considered 
to be recent. 


Discussion 

The great majority of cases with hemoperi- 
cardium secondary to acute myocardial infarction 
are associated with complete rupture of the wall 
of the heart, but partial rupture may occur. 
Krumbhaar and Crowell,® in a review of 654 cases 
of spontaneous rupture of the heart, found six- 
teen instances with partial rupture although ‘“re- 
ports of partial ruptures were for the most part 
discarded.” Ten of these sixteen patients had 
rupture of septa or papillary muscles. Three 
of the patients showed partial rupture from the 
epicardial surface that did not reach the ventric- 
ular chamber, and all of these had hemoperi- 
cardium. Parkinson and Bedford,’® Laignel- 
Lavastine et al® and Comes* each reported one 
case of partial rupture of the myocardium with 
hemopericardium. Nordmann*® described a hem- 
orrhagic infarction with a small defect in the 
epicardium and subsequent hemopericardium. 
3eresford and Earl? recorded two cases in which 
there was an epicardial laceration and hemoperi- 
cardium but with an intact endocardium. The 
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same authors state the hemopericardium may occur 
without visible rupture in hemorrhagic infarction, 
but they do not substantiate this concept with cas: 
reports or references. No instance of hemoperi 
cardium following acute myocardial infarction 
without laceration of the myocardium could be 
found in the literature unless Nordmann’s cas 
represents such an occurrence. In twenty-eight 
cases of hemopericardium following myocardial 
infarction, reviewed from the autopsy files of the 
Department of Pathology, University of Minne- 
sota, macroscopic rupture of the ventricle was evi- 
dent in each instance. 

The case presented in this report of hemoperi- 
cardium without laceration of the myocardium is 
evidently unique. The exact source of the hemor- 
rhage is obscure. Hemorrhagic extravasation into 
the myocardium was not demonstrated. The grad- 
ual development of symptoms of cardiac tampon- 
ade indicate that bleeding occurred slowly. The de- 
fective hemostatic mechanism may have precipi- 
tated the bleeding and almost certainly permitted 
massive hemorrhage to occur. That the prolonged 
prothrombin time produced by dicumarol was 
deleterious seems probable. 


Summary 
1. A case is reported of hemopericardium with- 
out rupture of the myocardium, following an 
acute myocardial infarction. 
2. Because this is a unique event and the 
patient had extreme hypoprothrombinemia, it is 


suggested that dicumarol was of etiological sig- 


nificance in production of the hemopericardium. 
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THYROID ADENOMATA IN CHILDREN 





Review of the Literature and Report of a Case in a Nine-year-old Boy 


LAWRENCE M. LARSON, M.D., Ph.D. (Surgery), and 
JOHN H. ROSENOW, M._D., M.S. (Surgery) 


Minneapolis, Minnesota 


_ IS generally agreed that adenomata of the 
thyroid gland in children are quite unusual. 
The voluminous literature on nontoxic nodular 
goiter is replete with phrases such as: adenoma- 
tous goiter “occurs with increasing frequency with 
age,” “is rarely seen before puberty,” “begins at 
puberty or later,” and the like. To arrive at any 
reasonably precise estimation of this incidence at 
the present time is well-nigh impossible, however. 
Geographic influences on the entire goiter prob- 
lem and on statistical incidence of all types of 
goiter are well known and need no elaboration. 
Too, iodine prophylaxis has had a profound but 
as yet incompletely assayed effect on statistical in- 
cidences.° 
Very extensive surveys of the geographical in- 
cidence of simple or so-called endemic goiter in 
both children and adults were carried on during 
the 1920’s by many investigators. Only a few 
of these reports made any mention of the incidence 
of nodular goiter in the younger age groups. Ole- 
sen, for instance, in 1929, in a study of endemic 
goiter in Tennessee, a state at the edge of the 
“goiter belt,” reported the results of examinations 
of 65,148 white and colored boys and girls in 
the schools. Among 1,049 children aged ten or 
under, no adenomatous goiters were found. There 
were forty-eight cases of adenomatous enlarge- 
ment in a total of 12,487 children aged fourteen 
or under. Interestingly, thirty-four of these lat- 
ter forty-eight adenomatous goiters were in the 
group of 5,560 white girls aged fourteen or under. 
To quote only one of a multitude of European 
observers working on the problem of the inci- 
dence of goiter, Wegelin, reporting 696 routine 
autopsies during the year 1913-1914 at the Berne 
Pathological Institute, in a highly endemic goiter 
region, found 445 (63.9 per cent) to have mac- 
roscopically visible nodules. Of these, two were 
in children aged ten or under. Rice, in similar 
post-mortem studies of the thyroid glands of pa- 
tients dying from causes unassociated with the 
thyroid (in Minnesota, another area of high en- 
lemicity), found nodules in the glands in 234 
47.4 per cent) of 493 cases examined. Of these, 
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one was found in a patient aged ten or under, and 
this was a 2 mm. colloid nodule. He included all 
nodules visible macroscopically on gross serial sec- 
tion. Rice found nodules in 2 to 3 per cent of 
autopsies on individuals at puberty, and that the 
percentage incidence of nodules roughly paralleled 
the figures for age in the older groups. Jaffe 
studied 1,000 thyroid glands at autopsy at Cook 
County Hospital in Chicago. The youngest per- 
son presenting a nodose goiter was a white girl 
aged twelve, then there was a colored boy of four- 
teen, and a white boy of fifteen. All of these ob- 
servations were made in endemic regions, before 
the use of iodine prophylaxis. 

Schlesinger et al, in another post-mortem study, 
in New England, a non-goitrous region, reported 
that of a total of 1,371 autopsies there were nod- 
ules in the thyroid gland in 112 (8.2 per cent). 
However, they included in their study only those 
with nodules 1 cm. or larger in diameter, on the 
grounds that they wished to include only those 
which might have been palpable clinically. None 
occurred in fifty-two patients in the age group up 
to nine years of age, and only one (a female), in 
the thirty-three patients in the age group ten to 
nineteen years. 

It can thus be seen that clinical, experience with 
nodular enlargement of the thyroid gland in chil- 
dren might well be very limited, even in goitrous 
regions in the absence of the modifying factor of 
iodine prophylaxis. Cattell stated in 1933 that in 
his clinical experience he had seen only three 
instances of adenomatous goiter in children. Ken- 
nedy reported in 1940 that in the period 1917- 
1939, sixty-two patients with nodular enlarge- 
ment of the thyroid were seen at the Mayo Clinic 
in children aged fourteen years or younger. Of 
the sixty-two patients, forty-eight had adenomas, 
twelve had carcinoma and two had thyroiditis. Of 
the forty-eight patients with adenomas, thirty-five 
were treated medically and thirteen surgically. 
Of particular interest is the fact that in no in- 
stance of thyroid adenoma, whether single or 
multiple, was there any evidence of overactivity 
of the gland. The number of patients with a single 
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adenoma and those with mutiple adenomata were 
equal. Kennedy felt that the reasons for surgical 
treatment of these adenomata in children were 
cosmetic or mechanical, or both. Pemberton and 
Black, reporting from the same institution about 
five years later, felt that in addition to cosmetic 
or mechanical indications for surgery, the pos- 
sibilty of malignancy was often the most im- 
portant reason for exploration of a nodular goiter 
in a child. In their material, of the nodular 
goiters operated upon, one in three proved to be 
carcinomatous. In many of these cases, the pre- 
operative diagnosis of carcinoma had been made 
but in others, as in adults, the presence or ab- 
sence of malignancy was determined only at the 
time of operation. 


It is not within the scope of this paper to 
enter into a protracted presentation of the time- 
honored and extensively debated general issue of 
surgical indications in adenomatous goiter as re- 
gards prophylaxis or treatment of possible malig- 
nancy. The recent paper by Crile and Dempsey 
tends to cast doubt on the indiscriminate removal 
of all nodular goiters on these grounds. They 
point out, however, that “all adenomas in children 
must be regarded with grave suspicion, as must 
discrete adenomas in adults.” Certainly all would 
agree on the advisability of the removal in the 
adult on the grounds of the possibility of neo- 
plasm, of a single discrete, firm to hard nodule 
which showed definite evidence of gradual in- 
crease in size in a matter of months. One’s degree 
of suspicion regarding such a nodule in a child 
should be even higher. 


Case Report 

The patient was a nine-year-old white male who en- 
tered the hospital on August 11, 1948. The family his- 
tory was negative. Pregnancy, delivery, and the develop- 
mental history were all normal. He had had chickenpox, 
measles, and unilaternal mumps in his third year. Ton- 
sillectomy and adenoidectomy had been performed in 
1947, at which time a general examination was done 
and no abnormality of the neck had been noted. 

The patient’s mother stated that about nine months 
previously, she had noticed a small rounded swelling at 
the base of the neck just to the right of the midline 
anteriorly. This had slowly but definitely increased in 
size. There was no evidence or history of hyperthyroid- 
ism. 

The patient’s temperature, pulse and respirations were 
within normal limits. Blood and urine examinations gave 


negative results. The basal metabolism rate was +4 ° 


per cent. The blood pressure was 108/66 mm. of mer- 
cury. He weighed 65 pounds. A complete general phys- 
ical examination was negative except for a moderate 


1006 








THYROID ADENOMATA—LARSON AND ROSENOW 


medial strabismus, and the presence of a fairly smoc:h, 
well-defined, rounded mass at the base of the ne-k 
anteriorly, just to the right of the midline, measuring 
about 4 by 3 cm. Its position and its ascent on swal- 
lowing indicated the thyroid gland as its most probable 
site of origin. There were no physical signs suggestive 
of hyperthyroidism. 

On August 11, 1948, under intratracheal gas-oxygen- 
ether anesthesia, a typical collar incision was made. 
There was a solitary adenoma of the right lobe of the 
thyroid gland measuring 3 to 4 cm. in diameter. The 
adenoma was dissected free, taking along a margin of 
normal thyroid tissue around the entire nodule. After 
hemostasis had been effected, a small Penrose drain was 
placed in the thyroid space, the strap muscles were 
loosely approximated in the midline, and the skin was 
closed with a running subcuticular stitch of fine catgut. 

The pathological examination indicated the following: 
The specimen consisted of a thyroid tumor that meas- 
ured 3 by 4 cm. It was circumscribed, pale gray on cut 
section, and the center was partially cystic and showed 
some degenerative changes. The capsule was thick and 
fibrous. The surrounding gland showed nothing of note 
grossly. The microscopic picture indicated an adenoma 
composed of dilated acini that were well-filled with col- 
loid, lined by cuboidal epithelium. In some areas the 
epithelium was hyperplastic and had a papillary appear- 
ance. The picture for the most part was that of a 
colloid adenoma. The surrounding thyroid showed 
nothing of note, The pathological diagnosis was benign 
adenoma of the thyroid gland. 

The patient’s postoperative course was uneventful. 
He was allowed out of bed on the second postoperative 
day. The drain was removed on the second day, and the 
patient was discharged from the hospital on the fifth 
postoperative day. 

The boy was last seen on July 12, 1949, at which time 
he was in excellent health. He had gained 18 pounds 
since the operation (about one year previously), and 
there was no evidence of recurrence of thyroid adenoma- 
ta. 


Summary 

1. Adenomas of the thyroid gland are unusual 
in preadolescent children. Indications for their 
surgical removal are cosmetic, mechanical, or the 
possibility of malignant change. It would appear 
that this latter possibility is greater in young chil- 
dren than it is in adults. 

2. The case of a nine-year-old boy with a soli- 
tary adenoma of the thyroid gland is reported. 
Surgical excision of the adenoma was carried out. 
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MALARIA WITH GENERALIZED PETECHIAE 
Report of Case 


FRANCES ELIZABETH SCHAAR, M.D. 
Minneapolis, Minnesota 


REVIEW of medical literature devoted to a dis- 

cussion of the signs and symptoms of malaria fre- 
quently mentions several types of skin involvement. 
Herpes, urticaria, ndice,23 spider nevi,* and 
erythematous desquamation?»? are described. 

Bispham,? in a discussion of the pernicious fever in the 
hemorrhagic type of malaria, mentions that the body may 
have dense indurated swellings due to large extravasa- 
tions of blood or may be covered with petechiae, but 
he reports no specific cases. 


Case Report 


E. C. K., a Korean man, aged forty, came to the dis- 
pensary April 2, 1948, stating he had been well until four 
days previously when he had developed a slight sore 
throat, coryza, anorexia and headache. Shaking chills 
and generalized malaise followed in twenty-four hours. 

He had a temperature of 102° F., pulse rate 144, 
pharyngitis and petechiae on the ankles and wrists. He 
was admitted to the hospital with a tentative diagnosis 
of meningococcemia. 

Pertinent physical findings after admission were as 
follows: There were numerous petechiae about 1 mm. 
in diameter about both the ankles and wrists. The pete- 
chiae did not blanch with pressure. The pharynx was 
moderately reddened without exudate. The liver border 
was palpated 1 to 2 cm. below the right costal margin 
and was not tender. The spleen was definitely enlarged, 
palpable 3 to 4 cm. below the left costal margin. It 
was not tender. A blood culture was taken immediately 
on admission, and 100,000 units of penicillin were given. 

The laboratory findings on the day of admission were 
as follows: white blood cells, 4700; hemoglobin, 14.2 
grams; 74 per cent neutrophiles, 18 per cent lympho- 
cytes, 8 per cent monocytes. Examination of a blood 
smear revealed many malarial parasites. These were 
identified as plasmodium vivax by the parasitology lab- 
oratory. The urinalysis was negative. A nose and throat 
culture was negative for Neisseria intracellularis and 
showed many alpha streptococci. A blood culture taken 
on April second was sterile on the seventh day, and 
pour plates were sterile at seventy-two hours. The 
coagulation time was 1 minute and 30 seconds, and the 
hiceding time 4 minutes, on April 3. Prothrombin time 
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was 16.2 seconds with a control of 14.1 seconds. The 
platelet count was 206,000 on April 6. 

On the day of admission chloraquine was given with 
an initial dose of 1.0 gm., with 0.5 gm. in six hours, 
and 0.5 gm. on each of the two days following. 

On the second day of his hospitalization the petechiae 
were generalized and the liver and spleen were notice- 
ably tender. His temperature dropped to normal on 
this day and stayed normal throughout his hospitalization 
of six days. The pulse rate dropped to 80 per minute 
and remained at that level. The petechiae began to fade 
on the fourth day. 


After the patient’s discharge on the sixth day he was 
seen regularly in the dispensary. He felt somewhat 
tired but otherwise had no complaints. He took 0.5 gm. 
of chloraquine weekly for five weeks. He was last 
seen on May 25, 1948, fifty-seven days following the 
onset of his illness, and he had no complaints at that 
time. 


Discussion 


The patient was a forty-year-old physician from Korea 
who could not recall any case of malaria with petechiae 
in his country. He had left Korea to arrive in the 
United States six months prior to this illness. He 
spent six moths in Detroit and came to Minneapolis 
one week previous to this illness. 

He gave a history of an illness at the age of eight, 
and it is his impression that it was malaria. He has 
had no illness since that time. 

This case is presented because generalized petechiae 
are an unusual finding in malaria. 


Summary 


A case of tertian malaria with generalized petechiae 
was seen in a forty-year-old Korean physician who had 
been in this country six months. 
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MEDICINE AND ITS PRACTITIONERS IN OLMSTED COUNTY PRIOR TO 1900 


NORA H. GUTHREY 
Rochester, Minnesota 


(Continued from the September issue.) 


A physician of Rochester stated that in smallpox the emanations from the 
body of the diseased person were so heavy that they sank to the earth, whereas in 
scarlet fever the poison was so light that it permeated the atmosphere and one 
case might be sufficient to spread the disease over a whole city. From another 
source, a few years later, came the statement that smallpox was being scattered 
throughout the continent by thousands of buffalo robes that had been used by the 
Indians to cover the corpses of those among them who had died from smallpox. 

There were warnings against too frequent bathing. Typhoid fever, in one 
statement, was ascribed to accumulations of old paper on the walls of rooms, 
where one layer upon another had been pasted for years. One editor decried the 
pernicious habit of backing infants around the streets in baby carriages as a 
cause of insanity in later life, and said that if the Creator had intended this way 
of amusing babies he would have located their faces on the other side of their 
heads. Another said that the majority of people who died from heart diseases were 
victims of congestion of the lungs also. 

The danger of turning kerosene lamps low and of burning them all night was 
pointed out: “There is no doubt that the alarming prevalence of diphtheria of late 
years can be traced to this as one of the producing causes.” Various prescriptions 
were published, evidently taken from other newspapers in different parts of the 
country, usually without giving credit, for the cure of diseases. One for use in 
diphtheria appeared in the Rochester Republican of February 18, 1863: 


Remedy for Diphtheria: Make two small bags that will reach from ear to ear, and fill 
them with hot ashes and salt; dip them in hot water and wring them out so that they will 
not drip and apply them to the throat; cover up the whole with a flannel cloth, and change 
them as often as they become cold, until the throat becomes irritated near blistering. For 
children, it is necessary to put flannel cloths between the ashes and the throat to prevent 
blistering. When the ashes have been on a sufficient time, take a wet flannel cloth and rub 
it with castile soap until it is covered with a thick lather; dip it in hot water and apply to 
the throat, and change as they cool; at the same time use a gargle made of molasses, in a tea- 
cupful of hot water, and when cool, add one fourth as much cider vinegar and gargle until 
the patient requires sleep. A gargle of castile soap is good to be used part of the time. 


Rules of health were quoted from early medical publications, among them Trall’s 
Herald of Health and Hall’s Journal of Health. From the latter, from a list of 
ten rules on care of the eyes, comes the following: “Never pick any collected 
matter from the eyelashes or corners of the eyes with the fingernail ; rather moisten 
it with the saliva and rub it away with the nail of the finger.” 

About Asiatic cholera, in 1866 one editor said, ““We know of no better pre- 
ventive for the cholera so much talked of but which we don’t believe we can get 
here for a couple of years yet, at the soonest, than the following: 1. Never speak 
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or think of it. Banish it from your home and circle as a topic of conversation. 
2. Be cheerful. 3. Be temperate. 4. Be cleanly. 5. Beware of whiskey and the 
Democratic party.” As it happened, the only case of Asiatic cholera ever diagnosed 
in Olmsted County occurred in August, 1866, when the patient, an immigrant en 
route west, died at the City Hotel in Rochester. About the disease, in this period, 
a Winona editor said. “Don’t get scared. If you get sick, go see an educated 
physician, and you will be in no more danger of dying than usual.” 

As to whisky, as early as 1862 the Rochester Republican warned against the 
pains and penalities consequent on the use of strychnine whisky that were be- 
coming distressingly apparent in the streets of Rochester almost every day, and 
urged strong measures for the control of persons under the influence. 


Scope of Medical Practice—The early physicians were called on to give aid 
in all the ills of the day. 

Highly annoying, in the earliest years, were the pestiferous prairie itch and sore 
eyes, and the sharp discomfort of harvest time that came with the binding of 
wheat by hand, before the days of mechanical binders. The wheat straw wore 
the finger nails of the workers down to the quick after a few days in the field, 
bringing acute pain and temporary disability. Some physicians recommended ap- 
plication of tannin or of a solution of alum to harden the fingers, but these 
remedies had little effect. Some farmers postponed the binding until night, when 
dew had softened the straw. 

There were painful and crippling injuries requiring surgical treatment, which 
will be discussed later. There were fever and ague, the “dry, bracing climate” 
notwithstanding. “Yellow jaundice” was common. A true story runs that a 
visitor in Rochester in that early period wondered aloud what was wrong with the 
numerous saffron-colored persons he met at every turn; a Dutchman who over- 
heard him said, “Dese am de yellow ganders.” Coughs, colds, croup, catarrh and 
pneumonia were common. There were frequent, and often lethal, cholera infantum 
and cholera morbus and dysentery. In 1873, when there were many deaths among 
children from cholera morbus, the disease was described as “not unusually fatal.” 
There were chickenpox, German measles and mumps, scarlet fever, the dreaded 
but accepted autumnal typhoid fever, and diphtheria and smallpox. Cerebrospinal 
meningitis took its toll; in 1870 Dr. Hector Galloway gave before the state medical 
society a detailed report of thirteen cases that he had observed in 1863 in Oronoco 
Township. Prior to 1872 epidemic diseases received such attention as the faulty 
knowledge of many of the practitioners and the lack of co-operation on the part 
of the laity made possible. After the establishment of the state board of health 
in 1872, and when the authority of the board in matters of public welfare had 
been increased, there came consistent study and attempted control of epidemic 
diseases, an undertaking in which all physicians were concerned. 

In 1866 and later, hydrophobia broke out in different parts of the county, 
causing great loss among cattle and hogs, and among dogs, which were sacrificed 
in considerable numbers, either because they were affected or because they were 
under suspicion. At this time several persons suffered from an affliction that popu- 
larly was diagnosed as hydrophobia, but later was said by physicians of Rochester, 
“equal to any in the state,” to be tetanus. 

Trichinosis, variously referred to as trichinae and trichinae disease and trichi- 
niasis, was a subject of editorial comment. The first item that has been noted in 
the Rochester papers appeared in March, 1866, and was headed “Diet of Worms: 
and We Do Not Mean the Diet That Bothered Luther.” This was a facetious 
dissertation that ended, “There has never been a greater hoax or humbug 
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than the sensational articles about the trichina.” Next it appeared that the 
disease was affecting the New York hog market seriously, and then came reports 
from the Federal Department of Agriculture, giving advice to farmers about the 
medical treatment of their hogs against all types of vermicular infestation. It was 
not until March 28, 1884, that the Rochester Post mentioned trichiniasis among 
human beings in Olmsted County, probably the first recognized occurrence of the 
disease in man in this region. A husband and wife and their six children, living 
in northern Olmsted County not far from Elgin, Wabasha County, had been at- 
tacked about six weeks earlier with “a severe and mysterious disease from which 
they suffered some time before the nature of it was known. They . . . called the 
Drs. Mayo [W. W. and W. J.] of this city, who at once pronounced it trichiniasis. 
The pork from which the family had been eating without cooking was examined 
through the microscope by the doctors and found to contain large numbers of the 
parasites.” The mother died from the disease and it was expected that some of the 
children would not recover, as most of them were almost completely paralyzed. 
“The family removed to this state recently from Wisconsin, and it is understood 
that they brought the pork with them, so that there is not the least danger of the 
disease spreading. While there is probably no diseased pork in Minnesota, it will 
be best not to eat it without its being first thoroughly cooked.” 


In the first twenty-five years of the country’s history, obstetrical work, except in 
the presence of recognized complications, was handled largely by midwives or by 
women who were neighbors of the patients. By 1880, chiefly in Rochester and the 
villages, physicians were being called more often to officiate at normal births. 
In the earlier period an occasional physician who was a member of the state 
medical society would report an obstetrical case or a gynecological case of special 
interest; some of the reports are preserved in the transactions of the society. 
By the early eighties, it is evident, the practitioners had better knowledge of these 
fields, and they were discussing at their official meetings, in addition to other con- 
ditions, postpartum hemorrhage, puerperal infection and peuerperal insanity. 


The opening of the Second Minnesota Hospital for Insane at Rochester, in 
January, 1879, marked the beginning of a new and continuing interest on the part 
of the local general practitioners in nervous and mental diseases of all types. 
The cordial relations between these practitioners and the physicians of the 
hospital staff, and the active participation of the latter in due time in the work 
of the county medical society, led to broadening of scientific viewpoint. 


Little evidence has been noted of special study of diseases of the blood in Olm- 
sted County prior to the late eighteen seventies. In 1877 Dr. W. W. Mayo 
jotted brief notes in an old case book about a young girl of Rochester whom he was 
treating for purpura hemorrhagica. In the transactions of the Minnesota State 
Medical Society for 1878 appears his detailed report of the case, the second of the 
type in his experience, describing his method of diagnosis, which included micro- 
scopic examinations of blood and excreta, and his cure of the patient by rigid 
control of her diet and by administration of turpentine internally for more than 
a year. In his account the doctor took less credit than was given him sixty-eight 
years later by the patient’s relatives, who said that after physicians from different 
cities in southern Minnesota had given the girl up to die, Dr. Mayo was called, 
with the result stated. The patient lived to the approximate age of seventy years. 

As the eighties passed and as the nineties progressed, the physicians of Olmsted 
County were discussing at medical meetings, from changing points of view, a wide 
range of subjects. A few topics were, diseases of the blood, nephritis, cirrhosis 
of the liver, the pneumonias, asthma, rheumatism, heart disease and the uses of 
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digitalis, atrophic rhinitis, mastoid diseases, spinal disease, erysipelas and “facial 
poisoning,” the intestinal diseases of children, leprosy, exophthalmic goiter, the 
therapeutic uses of electricity and, as will be shown, the diagnostic and therapeutic 
value of the x-rays and advances in the art and science of surgery. 


Recorded Causes of Death Prior to 1900.—One estimable early physician, in 
reporting illnesses and deaths, used with great frequency the expressions apoplexy 
of the lungs, dropsy of the heart, and dropsy of the brain; when he performed 
tonsillectomy, he removed the “tonsil glands.” In 1867 Dr. Galloway reported the 
death of a man in Cascade Township from glanders. When, in 1870, however, he 
described before the Minnesota State Medical Society his cure of glanders with 
carbolic acid, the disease having been transmitted from horse to man, the society 
resolved that the doctor should trace back to the animal from which the disease was 
contracted and should present the report in writing. In August, 1871, when a 
man died at Rock Dell after a bout of social drinking, Dr. D. S. Fairchild, of High 
Forest, and one of the Drs. Cross, of Rochester, performed a postmortem examina- 
tion. They reported, “He died from an overdose of whisky taken on an empty 
stomach, which produced congestion of the brain and lungs and inflammation of 
the stomach, the two latter conditions causing death.” 


A list of the causes of death compiled from newspapers of Olmsted County 
prior to 1870 includes most of the pathologic conditions already mentioned in 
this paper as occurring in that period. Reference to the records of Olmsted 
County, beginning in 1870, has given the following causes of death, which, are 
quoted here verbatim: No knowing disease, old age, died at birth, abortion, 
bastard, puerperal fever, croup, typhus, typhoid fever, bowel complaint, cholera 
morbus, cholera infantum, dysentery, bloody flux, defective bowels, inflammation 
of the bowels, stomach disease, cancer of the stomach, paresis, nervous fever, brain 
fever, congestion of the brain, scarlet fever, influenza, catarrhal fever, heart 
disease, cyanosis, pneumonia of the lungs, phthisis, consumption, ulcerations of the 
lungs, accident, general debility, and prostration. By the eighties the nomenclature 
was approaching standardization. Beginning in 1888, in addition to the foregoing 
causes of death, there appeared “Potts’ disease of the spine,” spina bifida, 
albuminuria, heart paralysis from overdose of Gelsemium, phthisis and exhaustion 
from chronic melancholia, epilepsy, erysipelas, sanguineous apoplexy, inflammation 
of the stomach, tumor, neuralgic affection of the sciatic nerve, and gallstones. 
The death from gallstones, in 1898, followed cholecystectomy. 


Scope of Surgical Practice Prior to 1900.—In Olmsted County the advance in 
knowledge of surgical diagnosis and surgical technique and of anesthesia and 
anesthetic agents was more dramatic than was progress in the science of internal 
medicine. 


Although in the ordinary course of practice there were occasions for bleeding, 
for excision of wens and other superficial growths, and for the setting of broken 
bones, the early major surgery was that of expediency. Many accidents occurred 
in the course of hunting, milling, lumbering, and especially in farming, after 
mowers, reapers, binders and threshing machines came into use. The earliest 
models of these labor-saving machines lacked protective devices, and as a result 
many farm workers were victims of accidents that necessitated drastic surgical 
procedures. There is record of trephination, crude débridement, amputation of 
mangled fingers and toes, and arms and legs, and attempted repair of injuries in 
thorax and abdomen. There were occasional crude attempts at plastic surgery. 
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Prosthetic surgery other than the use of peg legs and glass eyes was practically 
unknown. 


Until the middle eighties medical ethics did not refuse the public the interest 
of reading occasionally about their neighbors’ illnesses, accidents and, especially, 
surgical operations, and by the same token, about new equipment purchased by 
local physicians. If a member of the medical profession acquired an unusual in- 
strument or therapeutic appliance, colorfully illustrated books or anatomical charts, 
an English gig or a Dexter side-spring phaeton or other vehicle, or installed a 
telephone (the drumhead type in 1879), or bought a piece of office furniture, the 
press described it in glowing terms: As when, on August 14, 1885, the Record and 
Union of Rochester announced that Dr. W. A. Allen had acquired a fine modern 
accessory for his office, “a beautiful and most convenient operating chair. It is 
upholstered in crimson morroco and is capable of being put into any desired posi- 
tion.” From that period it is remembered that two able carpenters and contractors 
of Rochester, Mr. Nevin C. Pollock and Mr. William F. Riedell, built for local 
physicians and surgeons examining tables and operating tables of solid oak at 
twenty-five dollars each. 


The best efforts of the press, however, were given to describing injuries and the 
surgical treatment carried out for their repair. One of the earliest of such opera- 
tions reported was performed in December, 1860, by Dr. C. S. Younglove, of 
Rochester, on a citizen of High Forest who, in focussing a Sharp’s rifle, shot 
himself: “The ball entered about the middle of the thigh, traveled along the leg 
and under the skin, severing some small blood vessels on the inside of the knee, 
and came out near the ankle making an ugly channel for itself.” Under Dr. Young- 
love’s care the man recovered. In August, 1865, Dr. E. C. Cross and his brother 
Dr. E. W. Cross had a notable case of gunshot wound. “The whole charge of the 
gun entered the person of Mr. B in the left side, passing from near the 
abdomen through to the hip and passing directly under the surface near the back- 
bone. The surgeons decided to extract the charge by making an incision directly 
over the point where it lay. The operation was successfully and skillfully per- 
formed, the gun wadding, shot and fragments of clothing and several pieces of 
bone being removed from the wound. The patient bore the painful operation 
manfully, without the aid of anodyne of any kind, though feeling quite prostrated 
upon the completion of the operation.” The patient lived. 





During the early years the Drs. Cross, W. W. Mayo and Galloway were the 
surgeons of Olmsted County who carried out the greatest number of major surgi- 
cal procedures. In August, 1869, for example, Dr. E. C. Cross, Dr. Mayo and 
Dr. Galloway amputated the left leg of a man fifty years of age for a sore that 
had existed, increasing in size, since the patient was ten years old. “The patient 
was put under the influence of chloroform and the operation was successful. .. . 
He is doing as well as can be expected” In 1878 Dr. Mayo, assisted by Dr. E. 
W. Cross, operated on a farmer whose arm had been injured in a threshing ma- 
chine accident seven-or eight months earlier. They removed the dead bone, short- 
ened the arm and brought the ends of the bone together: ‘They used a new 
system of compression rubber bands instead of a tourniquet. .. .” 


In the decades before there were local hospitals, patients who received surgical 
aid usually were operated on in their homes. By the seventies, in Olmsted County, 
Dr. Mayo and other surgeons of Rochester had begun to utilize rooms in local 
hotels for operating rooms and for postoperative care of patients from out of 
town. Beginning in the eighties Dr. Mayo had for several years a small hospital 


MINNESOTA MEDICINE 











HISTORY OF MEDICINE IN MINNESOTA 


of eight or nine beds in the home of a practical nurse in north Rochester,* where 
the Samaritan Hotel now stands. As he extended his surgical frontier in answer 
to conditions of emergency, there were editorial notes on various procedures: 
drainage of thoracic abscess, tracheotomy (on a child who had had diphtheria), 
amputation of the breast for cancer (the patient a woman eighty-three years old), 
removal of submaxillary blood tumor, repair of rectocele, and removal of ovarian 
tumor. About the last named, it is true, the accounts stressed chiefly the size 
and weight of the growths removed. In Minnesota, between 1874 and 1880, 
ovariotomy was done only ten times and only twice successfully. In December, 
1880, after designing the necessary surgical instruments and having them made 
by the patient’s husband, a local blacksmith, Dr. Mayo performed his first opera- 
tion for excision of ovarian tumor and the first of the kind to be performed in 
Olmsted County. He was assisted by Drs. J. E. Bowers, as anesthetist, and 
S. W. Gould, both of Rochester, and G. B. Ayres, the professor of anatomy and 
clinical surgery at the Omaha Medical College of Nebraska; Dr. Ayres had been 
an early student of medicine under Drs. Galloway and Sanborn, in Rochester. 
The ovarian tumor removed weighed eighteen pounds: “. . . after removing 
the tumor there was a large abscess ruptured in the abdomen and two quarts 
of matter ran among the intestines. It had to be carefully removed with a soft 
sponge. This and to stop the bleeding took twice the length of time as to remove 
the tumor. The woman was over an hour under the influence of ether. . . . This 
operation and its success place Dr. Mayo among the first surgeons of the state.” 


With the entrance of Dr. W. J. Mayo into practice, in 1883, there was for 
a time editorial mention of surgical operations in new fields, among them removal 
of cataract, removal of an upper left jaw for cancer, correction of stenosis of 
the esophagus that had resulted from swallowing lye, orthopedic procedures, plas- 
tic operations on the face (one of these procedures was the creation of lips and 
nose on a child of three months, at Spring Valley, because of congenital deficiency 
of those parts), opening of a large renal abscess, procedure for correction of 
strangulated hernia, excision of a diseased portion of bowel for tumor or abscess 
and uniting of the sound ends of the intestine, and operations for “inflammation 
of the bowels.” After the coming of Dr. C. H. Mayo, in 1888, the field was 
extended to include many other operations, including plastic and orthopedic and, 
particularly, operations on the thyroid gland. It is believed that Dr. W. J. Mayo, 
fresh from the teachings of Dr. Donald MacLean, professor of surgery at the 
University of Michigan, and later taught by Dr. Arpad C. A. Gerster, of New 
York, was the first in Olmsted County consistently to apply listerism. From 
the beginning, the surgical work of himself and his brother was carried out on 
principles of asepsis and antisepsis. 

Although some practitioners of Olmsted County early accepted asepsis and 
antisepsis, there were many others who were slow to do so. Reminiscence has 
given sidelights on surgical practices long since discountenanced. A certain general 
practitioner of Rochester for some thirty years, beginning in 1885, no doubt 
was typical of many. The doctor pulled teeth “without pain,” first washing out 
the patient’s mouth with some preparation that tasted like carbolic acid, an old- 
time patient of his has said, a solution so strong that it-nearly blistered the 
oral membranes and left them sensitive for days. For goiter he gave iodine 
internally and injected hot water and carbolic acid into the thyroid gland. In 
treatment for pneumonia he used linseed meal poultices and a pneumonia jacket. 





*In the earlier decades of Rochester the large portion of the city that extended far north of the Original 
Town (so designated on an official map of 1874), which ended approximately at what is now Sixth Street, 
N. W., commonly was called “North Rochester.” East Rochester was the official name of a portion, now 
in the southeastern section of the city, that lay east of the southern portion of the Original Town. Com- 
parable designation was not given, it is believed, to the gradually developing western portion of the city. 
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Like many of his contemporaries in the eighties and nineties he performed a limited 
number of surgical operations in his office, among them an occasional amputation 
of the breast, and the last type, certainly, in a manner impressively casual. One 
day when he was in the midst of amputating a breast for cancer he needed help, 
and, leaving the patient, who was under general anesthesia, unattended on the 
operating table, he went to another building to seek a young businessman who 
sometimes lent him a hand. When he returned with the helper, the patient 
fortunately was still safely on the table. The doctor dissected out the breast, 
reached up on a shelf for a roll of gauze, tore off a length and stuffed it into the 
wound. During closure of the wound he happened to drop his needle and thread 
on the dusty floor, picked it up and went on sewing. Some time later, when 
the assistant inquired apprehensively how the patient had got along the doctor said, 
“Oh, she is doing all right.” 

By the middle eighties detailed references in the public print to the work of in- 
dividual physicians and surgeons had become few and brief. When practitioners 
were mentioned in the papers, it was to state that they had attended medical meet- 
ings, had read papers before medical societies, had been elected to office in the 
societies, or were members of boards of health, local or state. 

There were, however, a few exceptions to the tacit rule governing publicity. 
When St. Mary’s Hospital} was projected and when it was opened, on September 
30, 1889, the local papers gave it much space, and rightly, for there began with 
this hospital a new era of medical and surgical care of the sick in the county. 
Again, on September 12, 1895, there appeared in the Olmsted County Democrat 
the following note: “Caesarian Performed at St. Mary’s. This is a very rare 
circumstance and there are very few cases of it on record in the country. All 
of the medical fraternity will be interested in the case, and it was very unfortunate 
that the neighboring physicians could not be informed in time to witness the 
operation. Another striking thing about it is that both mother and child are 
doing well.” (The operation was performed on Mrs. Le B on September 
6, 1895.) On March 6, 1895, the Rochester Post reprinted an article, “The Ray 
of Mystery,” by George Grantham Bain, which had appeared in the New Yorker 
of February 28, 1896, from which one sentence is given here: “Probably no such 
popular furor for a purely scientific discovery was ever excited before as has 
grown out of exploitation of the new photography with the aid of the X-ray or. 
Roentgen Ray, as it is popularly known.” The x-rays had been announced to 
the world by Roentgen in 1895. In Olmsted County young Dr. J. Grosvenor 
Cross was the pioneer in making clinical application of roentgenography. He 
assembled a workable apparatus and after much study and experimentation was 
able to display before the Olmsted County Medical Society in January, 1896, 
and before the Southern Minnesota Medical Association in August, 1896, success- 
ful pictures of the hands of a living subject. The local newspaper in reporting 
these medical meetings stated that Dr. Cross’s confreres had expressed great 
interest and pleasure in the demonstrations. Soon there was record in Rochester 
of the location with the x-rays of foreign bodies that had been swallowed or that 
had become embedded in bodily tissues. A few years later certain physicians 
of the county were reporting the beneficial results of roentgenotherapy in treatment 
for cancer. 





Throughout the eighties and nineties the scope of surgery as practiced in the 
county continued to broaden, until by 1900 there were few, if any, procedures per- 
formed elsewhere that were not carried out successfully by the local surgeons. 


tA brief history of the hospital is given elsewhere in this paper. Originally the name of the hospital 
was spelled “St. Mary’s’; in recent years the apostrophe has been dropped. In this account the early 
form is used throughout, 
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The Drs. Mayo, of Rochester, because of superior facilities for work and for 
graduate study, and because of their recognition of need and opportunity, were 
leaders in this work. 


Public Welfare 


The earliest example of extra-home care was, no doubt, the relief and maintenance of 
the sick poor, always by local agents. The abating of nuisances injurious to health and 
comfort early followed, and there was quarantine against smallpox and other contagious 
diseases. The Minnesota Code of 1851 authorized justices of the peace, village trustees and 
city councils to exercise these functions. The General Statutes of 1866 made the supervisors 
local boards of health. 

William Watts Folwell, A History of Minnesota, 1921, iv, 413. 


Olmsted County, as stated earlier, was established by the territorial legislature 
on February 20, 1855. Within the next few months the county government was 
organized in accordance with territorial legislation, in the interest of public welfare. 
Supervisors of the poor were appointed and registration of marriages was in- 
stituted in 1855. Four years later the office of coroner began to function, pre- 
ceding by several years the activity of county physicians and special health officers. 





The County Coroner.—In Minnesota the elective office of county coroner was 
established by territorial legislation in 1849. Until 1854 the law authorized any 
justice of the peace or judge of probate, on occurrence of a death by violence 
and in the absence of the coroner, to appoint a suitable person as deputy coroner. 
Amendments, in 1854 and in 1871, improved the functioning of the office ‘by 
more formal appointment and instruction of deputy coroners. In most localities 
for a decade or more after 1849 the coroners were laymen; the term of office, 
originally two years, in 1913 was extended to four years. 


On January 4, 1859, the first coroner of Olmsted County, Abram Harkins, 
of Viola Township, was appointed by the county supervisors. In the autumn of 
that year the office was filled by the election of Stewart B. Clark, of Rochester, 
who served his full term, it is believed. Information is lacking about the coroner- 
ship in the ensuing four years. There is some evidence that in 1865 D. L. King, 
of Kalmar Township, served for a time either as coroner or as deputy. In the 
autumn of 1865 Dr. Hector Galloway, of Rochester, was elected coroner. 


An item from the Rochester Republican of January 31, 1867, to some extent 
lightens the obscurity of the earlier records: 


County Coroner: Within the last year and a half several cases have arisen in this county 
especially requiring the services of a county coroner. Two or three infanticides have occurred 
in the city in the time referred to, involving, of course, guilt and criminality. For the one 
year chronicled, these outrages have been allowed to pass without investigation and the 
community is allowed to settle down into the belief that killing infants and casting their 
little bodies into the river is not very reprehensible after all. 


The sudden death of Mr. Delano [Clark Delano, marble dealer, a suicide] last week 
suggested anew the necessity for the services of a coroner. The coroner is a county officer 
and we believe that Olmsted County has promptly elected a person to that office every 
other year since we have been a resident of the county. But the trouble is, those who have 
been elected have failed to qualify and serve in that capacity, and we more than suspect 
that this failure is attributable in some degree at least to the fact that the county com- 
missioners have declined voting a reasonable compensation. 


(To be continued in the November issue.) 
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President’s Letter 


THE COMING MEDICAL MEETINGS 


OCTORS who have vacationed themselves into a state of healthful relaxation 

are looking forward eagerly to the fall and winter schedule of medical meet- 

ings and their contingent opportunities for scientific advancement and comradeship 
with fellow doctors. 


Two excellent meetings—those of the Northern Minnesota Medical Association 
and the Southern Minnesota Medical Association—were held last month, opening a 
season that will include state, national and international conferences of exceptional 
merit. 


One large specialty group will be assembling next month: the Third Inter- 
American Congress of Radiology is taking place in Santiago, Chile, November 11 
to 17. 


Many another session will be heralded in Minnesota MeEpicinE and the MSMA 
Newsletter so that doctors will be apprised of meetings abroad, and no further 
away than the University Continuation Center or County Medical Society assembly 
places. 


Medical meetings serve another purpose, too, in these critical times. It is essen- 
tial for all of us doctors to understand thoroughly the problems that we are facing, 
problems which not only affect our professional standards, but the lives and health 


of all our patients. 


As we consider these philosophies and movements and the trend of events, we 
come to see the entire picture with forceful clarity. Because we are thinking to- 
gether, with common motivation and objectives, we are able, as a profession, to 


make the most constructive moves on behalf of our patients and ourselves. 


. as . 


President, Minnesota State Medical Association 
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+ Editorial + 


Cart B. Drake, M.D., Editor; Georce Eart, M.D., Henry L. Utricn, M.D., Associate Editors 





HYPERTENSION AND SYMPATHECTOMY 


HE GENERAL practitioner and internist are 

frequently called upon to advise patients with 
elevated blood pressure. When, if ever, should 
he advise a dorsolumbar sympathectomy in pref- 
erence to medical treatment ? 

The operation of sympathectomy is a serious 
operation which sacrifices part of the reflex nerv- 
ous system, is frequently accompanied by serious 
symptoms of shock postoperatively, often pro- 
longed convalescence associated with neuritic 
pains, and orthostatic hypotension requiring band- 
aging of legs and abdominal support for weeks 
and sometimes months following operation. It 
would seem that such a procedure should not be 
undertaken unless the symptoms warrant and un- 
less the results of the operation are likely to re- 
lieve the symptoms for a long enough period 
to be worth while. 

Evelyn et al have analyzed 292 of the sym- 
pathectomies performed for essential hypertension 
at the Massachusetts General Hospital during the 
past thirteen years. Of the 292 patients, 219 
were living and seventy-three dead. The authors 
were able to carefully check 114 of the patients 
for comparison of blood pressures before and 
after operation, and found an average reduction 
of systolic pressure from 177 to 152 and diastolic 
from 116 to 100 with the patients lying in bed. 
They found that the common pattern was 
for the blood pressure to go down after opera- 
tion and to remain down for a year or two and 
then, for many, progressively to return to pre- 
operative levels. In a surprisingly large number 
of patients, however, the operation had little or 
no effect on either systolic or diastolic pressures. 
The striking reduction in blood pressure in the 
erect position encountered in some patients post- 
operatively tended to disappear at the end of a 
year. 

The authors were able to study 100 patients 
who had been operated upon by the Southwick 
technique (removal of the ganglia from the 8th 
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to 10th dorsal to the 1st or 2nd lumbar, inclusive) 
for as long as five years. They found that satis- 
factory results, as measured by lowering of blood 
pressure, had been attained in approximately two 
out of five patients two years after operation and 
in approximately one out of five after an interval 
of five years. While these results may not be im- 
pressive, the authors feel that the excellent results 
attained in a small percentage of cases cannot 
be equaled by any other available treatment. 
What can be expected from medical treatment 
of hypertension as regards life expectancy? The 
answer, of course, as any life insurance company 
will verify, is that hypertension on the average 
reduces life expectancy. When it comes, however, 
to evaluating the life expectancy of an individual 
with hypertension several factors come into con- 
sideration, There is essential hypertension with 
little or no evidence of vascular degeneration or 
kidney involvement which is comparatively be- 
nign. And there is rapidly mounting hyperten- 
sion with eye background hemorrhage and edema 
of the disc and evidence of severe renal damage, 
commonly known as malignant hypertension. The 
prognosis for the benign type is very favorable 
while that for malignant hypertension is very 
bad. Furthermore, individuals who develop hy- 
pertension after the age of fifty, as a rule, nearly 
reach their life expectancy. Hypertension, even 
of extreme degree in elderly people, especially if 
associated with relatively low diastolic pressure, 
the result of arteriosclerosis, does not carry with 
it as unfavorable a prognosis as in the younger 
group under fifty. According to Burgess,’ hyper- 
tension even of excessive degree that has been 
present eight years or more and is not associated 
with well-established cardiac or venal disease usu- 
ally does not indicate a poor prognosis as to life 
expectancy. Such hypertension, according to him, 
does not commonly develop into the malignant 
type. The most common causes of death in this 
group are cardiac failure and cerebral accident. 
Also, according to this author, hypertension of this 
comparatively benign type, even when making its 
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appearance before the age of fifty, is comparable 
with a considerable number of years of life, al- 
though life expectancy is materially reduced. He 
believes sympathectomy is therefore questionable 
in this group. 

It would seem, then, that medical treatment with 
sedatives, a rest period during the day and at least 
nine hours of rest at night is unquestionably the 
treatment for benign hypertension irrespective of 
age. The physician must not be guilty of over- 
emphasizing to the patient the importance of the 
hypertension but should watch for a sudden 
change in the picture with appearance of evi- 
dences of degenerative, vascular changes and 
headaches. Before this evidence becomes too 
marked, if the pressure is labile and responds to 
sedatives and rest, especially if the patient is un- 
der the age of forty, sympathectomy should be 
seriously considered. 

Even in the presence of marked evidence of 
degenerative vascular changes, as evidenced by 
retinal hemorrhage and albumen with occasional 
casts in the urine, sympathectomy, according io 
Rogers and Palmer,’ may be brilliantly successful. 
On the other hand, in the presence of marked 
impairment of renal function or frank heart fail- 
ure, the operation is contraindicated. 

Even though sympathectomy results in satisfac- 
tory lowering of blood pressure, which is sus- 
tained for two years in only two out of five pa- 
tients operated upon and for five years in only 
one of five—and probably even that favorable a 
result is not obtainable if operation is limited to 
the more advanced cases—nevertheless, if several 
years of life with relief of symptoms can be add- 
ed even in a small percentage of cases, sympa- 
thectomy is the best therapeutic means at our dis- 
posal. 

We wish to emphasize however that individuals 
with hypertension even of considerable degree but 
without evidence of cardiovascular change beyond 
increased light reflex in the retinal vessels and 
slight albumenuria, will do well as a rule with 
medical direction and should not be subjected to 
sympathectomy. 
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CORTISONE AND ARTHRITIS 
HYSICIANS receive queries from arthritis 
patients as to Cortisone, also known as Com- 

pound E, the new “cure” for arthritis, which has 
received considerable publicity. 

The answer is that the use of Cortisone is still 
in the experimental stage, the supply is very 
limited, the cost, like all newly developed extracts, 
is very great, and it is not on the market. 

According to an article in the September issue 
of Hygeia, Cortisone is a hormone which was 
first extracted from the suprarenal glands of cattle 
by Dr. Kendall of the Mayo Clinic in 1935. Pro- 
duction of a sufficient amount for experimental 
work with Navy fliers at high altitudes was ob- 
tained by 1948. By that time the interest of the 
Navy had waned and the extract was made avail- 
able to Dr. Hench of the Mayo Clinic for trial 
in patients suffering from rheumatoid arthritis. 
Dr. Hench reasoned that the remissions in the 
disease which sometimes occur during pregnancy 
and jaundice might be due to an increased produc- 
tion of some antirheumatic substance in_ these 
two conditions and that it might come from the 
adrenal glands. Bilirubin, it seems, contains many 
of the chemicals found in the suprarenal secretion. 
The trial proved successful in a necessarily limited 
number of patients with rheumatoid arthritis. 
Daily injections seem to be required for main- 
taining the improvement in symptoms. 

A further approach to the research in rheumat- 
ic disease is the extraction of a hormone from 
the anterior pituitary gland of animals, called 
ACTH, which has an effect similar to Cortisone. 
The production of ACTH is also limited. Corti- 
sone is at present extracted from animal bile, and 
the process is an expensive one. If and when it 
can be produced synthetically, its lower cost will 
allow more extensive trial. 





E. T. BELL FUND 

© spied the retirement of Dr. E. T. Bell, Pro- 
fessor of Pathology at the University of Min- 
nesota on June 15, 1949, steps were taken at the 
suggestion of many of his admirers to raise a 
fund of $100,000 to establish and maintain a 
Museum of Pathology in the Medical School for 

teaching purposes. : 
Dr. Bell has served the Medical School since 
1910. He first taught in Anatomy and from 1911 
until 1949 in Pathology. Since 1921 he has been 
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chief of the Department of Pathology. During 
this period he has made valuable contributions to 
the science of pathology and has made his in- 
fluence felt through his teaching and writing. 
Through his co-operation and his personal quali- 
ties he has-endeared himself to many graduates of 
the Medical School and to practitioners throughout 
the state. It seems fitting that a Museum of 
Pathology should be established through volun- 
tary contributions by his many friends. 


Contributions have been received during the 
summer months and the campaign will be con- 
tinued throughout the next year when it is hoped 
the goal will be reached. 

Contributions designated for the E. T. Bell 
Fund should be sent to the Minnesota Medical 
Foundation, at 132 Medical Sciences Building, 
University of Minnesota, Minneapolis 14, Min- 
nesota. Some confusion may have arisen with 
regard to the relationship of the Minnesota Med- 
ical Foundation to the Greater University Fund. 
The Medical Foundation has to do with con- 
tributions for medical school activities and for- 
merly handled collections independently. Now 
the greater University Fund, which is concerned 
with donations for University activities at large 
and serves as a public relations agency, has placed 
its office facilities at the disposal of the Medical 
Foundation. Donors to the E. T. Bell Fund of 
the Medical Foundation will be listed also as 
donors to the Greater University Fund. 

Since Dr. Bell’s retirement in June, he has 
devoted himself to research in pathology at the 
Medical School. 


ANTIHISTAMINICS—A WARNING 
N ARTICLE which recently appeared in 
The Journal AM A* issues a warning that the 
antihistaminic drugs are not innocuous, and should 
be handled with respect. 

Many antihistaminic drugs have been offered 
for the treatment of hay fever and other allergic 
conditions, which in itself indicates that none has 
proved 100 per cent efficacious. Untoward side 
reactions such as drowsiness, vomiting,. diarrhea 
and headaches occur frequently and are doubtless 
sufficient to cause the patients to discontinue the 
medication of their own accord. 


Rives, Hugh F., Ward, Berl B. and Hicks, M. L.: A fatal 
= rol Methapyrilene (Thenylene). J.A.M.A., 140:1022, (July 
3) 1949, 
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In the case reported in the article mentioned, 
a baby sixteen months old died from an acute kid- 
ney damage after taking one 100 mg. tablet of 
Thenylene. Another case is cited of convulsions 
in a child produced by the same drug. Prompt 
gastric lavage was credited in saving the child’s 
life. In a third case cited, toxic gastrointestinal 
symptoms and hematuria resulted in a child three 
years old from taking 320 mg. of Benadryl over 
a three-day period. 

The significance of the report is that the anti- 
histaminic drugs should not be given to children 
and should not be left within their reach. Gastric 
lavage should be promptly initiated in case even 
one tablet is ingested. Adults should be instructed 
to discontinue the antihistaminic at the first ap- 
pearance of an untoward reaction. Dosage should 
be limited to the minimal amount required to 
alleviate symptoms, and medication should: not 
be prolonged longer than necessary. 





A PSYCHIATRIST LOOKS AT COMPULSORY HEALTH 
INSURANCE 

Good health for Americans is a goal upon which 
agreement is general. While the physician’s professional 
concern with this goal does not lead him to consider 
himself as the sole instrument for its realization, yet 
wisdom about it should be most available to him. Human 
motivations and personality will finally determine the 
outcome whatever the plan. No system can function at 
a higher level than the people who participate in it. 
Congress cannot legislate a result; it can only legislate 
a plan. Regardless of the broad humanitarian objectives 
of the plan, if it is not geared to the motivational factors 
in American behavior it will be unsuccessful. 

On this premise let us examine the personality needs 
and motives involved in a proposal for compulsory 
health insurance. This can be best approached by con- 
trasting the present with the proposed situation. The 
first basic change involves simple arithmetic. There are 
two participants in the present medical relationship, the 
physician and the patient; three in the proposed situa- 
tion, the physician, the patient and the government 
agency. Psychiatric experience, psychological experi- 
mentation and common knowledge agree that the greater 
the number of relationships the greater the complexity 
of problems, A person to person relation involves one 
major interpersonal variable. A three person situation 
involves three interpersonal variables and three reactions 
to the interaction of the two other persons—a total of 
six variables. This represents a six-fold increase in com- 
plexity. When we are dealing with three groups, inter- 
relations of astronomical proportions develop. 

Now let us contrast the probable motivations in- 
volved in the present medical situation with those in the 
compulsory health insurance proposal. Our present 
system includes primarily: (1) A patient who is at- 
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tempting to regain or maintain adequate health. This 
patient’s economic security, self-esteem and _ social 
prestige depend on a successful outcome; (2) a physi- 
cian, who personally or by professional referral, is in a 
favorable position to help. The physician’s self-esteem, 
economic security, social prestige and altruistic needs 
are directly dependent upon how adequately he can help. 
Thus both the patient’s and the physician’s motives con- 
verge toward the therapeutic goal. Both persons are 
anxious to relieve the health problem. The likelihood of 
favorable results is maximal. 


Patients’ Motivations 

Contrast the present situation with the probable re- 
sult of the compulsory health proposal. (1) The patient 
will view the physician as a public servant who has al- 
ready been paid for his services and who is hence ob- 
ligated to treat even a non-significant problem; (2) he 
will tend to feel that his deducted taxes need to be repaid 
in some way and will insist on being repaid. This will 
probably result in unnecessary calls, overly long illness 
disability and hostility toward the government agency 
and the physician when efficient termination of disability 
is attempted; (3) the patient is likely to develop a 
strong dependency relationship with extravagant ex- 
pectations for help and extreme annoyance at failure. 
In our culture the emphasis upon self-reliance, and per- 
sonal initiative makes the dangers of dependency greater 
than elsewhere. Dependency is generally disapproved 
here, and in any society results in deterioration and re- 
fusal to accept responsibility. 

While the foregoing can be inferred from the motiva- 
tional analysis we need not depend exclusively upon this 
reasoning. Experience in Great Britain, Germany, the 
U. S..Armed Forces and Veterans Administration dem- 
onstrate that the patients’ motivations work in this 
fashion. These experiences demonstrate that the patient 
(1) makes unnecessary and picayune demands for at- 
tention; (2) has excessively long and frequent minor 
illnesses and disabilities; (3) becomes excessively and 
inappropriately critical of medical and governmental 
service with resultant loss of faith in the physician’s 
ability to cure his illness. 


Physicians’ Motivations 

Now let us examine the probable shift in the physi- 
cian’s motivations. Currently he is concerned with pro- 
fessional and therapeutic adequacy for reasons of self- 
esteem, social prestige, economic security and personal 
service. Currently he deals with a patient who attempts 
active co-operation for much the same reasons. The 
satisfaction of both persons depends upon their ability to 
solve the therapeutic problem. Under compulsory health 
insurance the physician’s motivations would be shifted: 
(1) He will be dealing with a patient whose demands 
have become picayune and excessive; whose co-opera- 
tion is reduced and whose hostility has increased. The 
physician can legitimately be expected to have less in- 
terest in the patient just because of these changes; he will 
also have less time for the patient’s real problems. The 
physician may also be expected to develop a reactive 
hostility with a further deterioration in therapeutic ade- 
quacy; (2) supplementing the foregoing basis for “the 
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brush-off” the physician would have an added incentive 
under (a) a salary system, to do as little as possible for 
the greatest financial return or, (b) under a per capita 
system, to see as many patients as minimally as possible 
for the maximal financial return; (3) since the physi- 
cian’s responsibility is no longer directly to the patient he 
would tend to feel less keenly than he now does the need 
for complete adequacy; (4) since the physician would no 
longer be completely responsible for the patient, but 
would share responsibility with a government agency his 
personal pride in’ professional excellence would tend to 
diminish; (5) since the incentive system to which our 
present generation of physicians is accustomed would be 
grossly changed they would be less adequately motivated; 
(6) an intense resentment of the noncreative possibilities 
of their work, the minor complaints and hostilities of 
their patients, the irksome dependency and submission 
to a government agency, and the lowering of the pres- 
tige level of the profession might be expected to de- 
velop; (7) the high type of person drawn to medicine 
by our present incentives of humanitarian service, social 
and self-esteem, and economic adequacy might no longer 
choose the medical profession. This change would result 
from the poorer quality of performance possible, the 
tendency of government to underpay public servants, and 
the lack of opportunities for personal initiative and 
gratification under government service. Hence the in- 
tellectual and personal qualities of newer doctors would 
probably be lower than the present levels. 


The foregoing psychologically derived observations 
about physician motivations have also been demonstrated 
by experience. Various U. S. publicly supported and 
managed programs, and foreign governments with com- 
pulsory health insurance have ‘found: (1) that the 
quality of medical service deteriorates; (2) that the 
physician substitutes for the development of clinical 
maturity a tendency to blame others and shift respon- 
sibility; (3) that the physician tends to reduce his 
adequacy of treatment of all patients for both practical 
and motivational reasons; (4) that hostility toward both 
the government and the patient develops with a conse- 
quent loss of personal satisfaction. and professional ef- 
fectiveness. All of these factors are reflected in a high- 
er cost of and lower quality of medical service. 


Government Agency Motivations 


The third group whose motivations complicate the 
compulsory health insurance picture is the administering 
governmental bureau. The phenomenal growth of gov- 
ernment bureaus in the past few years, and the tendency 
for each to expand its activities and personnel illustrates 
part of the problem from this area. The sheer clerical 
work added to the doctor’s already overloaded program 
would be a source of disruptive irritation. Beyond this, 
the desire of non-medical administrators to run things 
would tend to harass and antagonize physicians. This 
would further facilitate a deterioration in the physician’s 
sense of responsibility and capacity for quality service. 
Experience with non-medical administrators of health 
problems has shown that their lack of capacity to un- 
derstand the ramifications of the problems and their de- 
sire to usurp control leads to restrictive interfering rules 
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and red tape. These inevitably result in deterioration of 
service. At the same time the physician subjected to 
these controls develops some apathy about his own ade- 
quacy and permits his service to deteriorate because he 
is unable to do anything about it. Dependency feelings 
may be expected to develop in physicians under these 


circumstances. He is no longer a responsible, self- 
reliant individual because the agency shares the control 
of the patient. 


Cost of Service 

Finally, the motivational problems discussed would 
have a direct and extreme effect upon the cost of service. 
With increase in patient demands, decrease in patient co- 
operation and deterioration of physician service we might 
expect a situation of rising medical costs and deteriorat- 
ing medical service. The increased costs would constitute 
an additional motivational hazard for both physicians and 
patient. Both would be frustrated by the increasing dis- 
ctepancy of service and cost. 


This situation has also been demonstrated in countries 
which have adopted compulsory health insurance. In 
Germany between 1885 and 1939 the cost of insurance per 
member multiplied eight times. In New Zealand the cost 
has risen from less than $8 million in 1942 to $20 mil- 
lion in 1947. One can maintain that these increased costs 
are equally shared, but the stated objective of compulsory 
health insurance is to help people avoid the disastrous 
economic effects of illness, not to bring equal disaster to 
everyone. 


In summary it appears on motivational grounds that 
the complexity of health problems would be increased, 
that disabling sickness would be prolonged, that the 
quality of medical service would deteriorate, that per- 
sonal satisfaction and clinical maturity for the physician 
would be reduced, and that the progress of medical 
science would be slowed as a result of compulsory health 
insurance. Whether this deteriorated and inflated med- 
ical service would become more widely available can be 
evaluated on similar grounds. 


The foregoing contrast has somewhat over-idealized 


_ Our present system of medical services. That there are 


plenty of contemporary problems is quite apparent. 
These defects are now being remedied, however, by the 
adoption of voluntary health insurance, by improved 
medical education and quality of services, and a better 
distribution of physicians —FRANKLIN G, EpauGu, M.D., 
in the Rocky Mountain Medical Journal, May, 1949. 


COMPULSORY HEALTH INSURANCE 
AS A PARTY ISSUE 


It would be unfortunate if Compulsory Health Insur- 
ance were to be made a party issue by either the Dem- 
ocratic or Republican parties. There is no evidence of 
a popular demand for the proposal, and it is safe to say 
that hundreds of thousands of members of both parties 
are violently opposed to it—so much so that the issue 
would influence their vote. 
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The Democratic National Committee was severely 
criticized by one of its own members, Dr. R. B. Robins 
of Camden, Arkansas, a committee member, at a com- 
mittee meeting held in Washington, August 24, 1949, 
for its support of agitation for Compulsory Health 
Insurance. 


Dr. Robins said, in part: 


“The Democratic party is not on record in its party 
platform as favoring Compulsory Health Insurance. At 
the Philadelphia convention last year, the Democratic 
party announced support of a National health program 
for expanded medical research, medical education and 
hospital and clinic facilities. This does not constitute 
endorsement or recommendation of Compulsory Health 
Insurance. 


“The Compulsory Health Insurance issue is a bad 
penny that turns up every few years. It has never 
obtained sufficient support to merit incorporation in the 
platforms of either of the major political parties. It has 
never obtained sufficient support to be legislated in 
Congress. 


“The reasons for its weakness are apparent. In every 
large nation where government medicine has been at- 
tempted, there has been a decline in the quality and 
quantity of medical services and an increase in their 
cost. Only borrowed American dollars prevent its utter 
disintegration in these same countries today. 


“Admittedly, some way must be found to take the 
financial shock out of illness. Voluntary Health Plans 
are one answer. The proof of this is the rapid growth 
of these plans. More than 60 million Americans are now 
insured against the expense of major illness through 
these plans. They are not yet perfect, but they are 
being improved all the time, both as to range of cover- 
age and benefits. 


“There is a wealth of factual material, including a 
study by the impartial Brookings Institution, in support 
of the argument that the voluntary way is the best 
way to meet the need for budget-basis medical care. 


“Not only are hundreds of thousands of physicians and 
dentists opposed to government-controlled medicine, but 
there are more than 1500 civic, service, veteran and other 
organizations, with memberships totaling millions, that 
have gone on record against it. 


“Do we (the Democratic party) want to serve notice 
on these millions that they are not wanted by this party 
because they have gone on record against socialized 
medicine? Compulsory Health Insurance is repugnant 
to the ideals and convictions of the American people.” 





NEW MEDICAL JOURNAL 


A new journal entitled Angiology, The Journal of 
Peripheral Diseases will begin publication in February, 
1950. Dr. Saul S. Samuels, chief of the Department of 
Peripheral Arterial Diseases, Stuyvesant Polyclinic, New 
York, will be editor-in-chief. Among the associate editors 
will be Dr. Alton Ochsner of Tulane University; Dr. 
Keith Grimson of Duke University; Dr. Leo Loewe of 
Long Island Medical College; Dr. D. W. Kramer of - 
Jefferson Medical College, and Dr. Gerald Pratt of New 
York University Medical School. 


The new journal will be published by Williams and 
Wilkins Company, Baltimore. 
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STATE SHIFTS OPINION ON HEALTH 
INSURANCE 

If Minnesotans had been given the responsi- 
bility, early in 1949, of deciding whether the 
United States should have compulsory health in- 
surance, the Minnesota Poll indicates that they 
would have immediately deeded over medical 
care to the government. 

That was in February. 

The February 20 issue of the Minneapolis 
Tribune reported the results of the poll thusly: 


“President Truman’s proposal for government tax 
supported national health insurance is favored by a ma- 
jority of Minnesota residents, .. . Almost two in every 
three adults in addition feel that such a program is 
needed.” 


The table of percentages showed that 40 per 
cent of the state’s population had replied “yes” 
to the question of “Do you think national health 
insurance is needed in the United States?” Only 
4 per cent thought people should take care of 
themselves and another 4 per cent asserted that 
private health insurance could do the job. Oddly 
enough, the same percentage—again 4—thought 
that “it’s too socialistic.” 

A second report of the survey, published in the 
February 27 issue of the Tribune, began with 
these words: 

“Fully two-thirds of Minnesota’s adults feel that lack 
of money keeps people from getting doctors’ care or 
hospital treatment when they need it. . . . Whatever the 
reasons, the opinions are important insofar as they 
shed light on the prevalent attitude among Minnesotans 


in favor of a government tax-supported national health 
insurance program.” 


“Only One-third Aware” 
An interesting sidelight in this survey was the 
fact that only about “one-third of the persons in- 
" terviewed were aware of the American Medical 
association’s opposition to the kind of national 
health insurance advocated by President Truman 
and Security Administrator Oscar Ewing.” 
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Three months later, Poll directors evidently 
were aware of a change in Minnesotans’ thinking 
about medical care and the payment of medical 
and hospital bills. The survey was repeated, with 
people again given their choice between federal 
and private health insurance. 

It was found that 48 per cent of the adult 
population preferred a private health plan; 28 
per cent still favored government control. 

“These are among the answers of people who 
would rather have private health insurance,” 
stated the poll summary: 


“I’m against the government setup on medicine’; ‘I 
believe in private industry’; ‘I’d rather do my own 
deciding on doctors’; ‘we have private insurance now 
and we're satisfied with it’; ‘we’d get better service’; 
‘the federal plan would involve too much regimentation’ ; 
‘a private physician out for hire would give patients 
better care’; ‘the federal plan would eventually mean 
less medical advancement because it would take initia- 
tive away from the doctors’; ‘it would put too many 
insurance companies out of business’.” 


Change of Mind 
The most recent survey made by the Minne- 
sota Poll was published August 10. This time 
people were asked if they would like to see a 
program of health insurance, similar to that in 
England, adopted in the United States. 
Here are the heartening results: 


All City Town Farm 


Yes 29% 31% 22% 27% 
No 53 53 55 53 
Qualified 5 5 6 2 
No opinion 13 11 17 18 


British Company Fights 
Socialization 

Great Britain’s biggest sugar company, is pro- 
viding an example of persistence and strategy that 
is an innate criticism of the British medical pro- 
fession, which with the health and well-being of 
all England at stake, still yielded to government 
control with scarcely a struggle. 

Tate and Lyle, preparing to defend to the last 
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cube its right to operate as a private business, 
according to Time magazine, had “On the 2,- 
000,000 cartons of sugar it sells daily . . . printed: 
‘Keep S Out of State’; “Tate, Not State’; ‘Un- 
touched by Hand—Hands Off Sugar.’”’ 


AMA COUNTS HEALTH POLICY HOLDERS 

The Survey Committee of the AMA Council 
on Medical Service has just completed a study 
of the number of persons covered by the various 
forms of voluntary accident and health protection 
in the United States (as of December 31, 1948). 

The findings show that 60,995,000 persons have 
hospital insurance ; 34,060,000, surgical; and 12,- 
895,000, medical. 

Blue Cross plans and plans sponsored by med- 
ical societies head the list, accounting for 31,246,- 
000 of the individuals covered by hospital insur- 
ance, 10,608,000 of those cushioned against sur- 
gical expenses, and 5,712,000 of the persons whose 
budgets are insulated with medical insurance. 


“It will be noted that over 93 per cent of the hos- 
pital expense coverage and virtually all of the surgical 
and medical expense coverage effected through these 
organizations was added during the past ten years.” 


So reads the Committee report, entitled “A 
Survey of Accident and Health Coverage in the 
United States.” 


SEVENTEEN CONGRESSMEN TO STUDY 
HEALTH PLANS 


Serenely indifferent to official and unofficial 
protests about the high cost of transporting con- 
gressmen, seventeen members of the House In- 
terstate and Foreign Commerce Committee spent 
September in Europe, looking over the various 
forms of nationalized medicine and considering 
civil aviation and petroleum problems. 

The reported itinerary was: five days in the 
British Isles, three in Sweden, a day in Frankfurt, 
a day in Geneva and two days in both Rome and 
Paris. 

Meanwhile at home, the public, apprised that 
it cost $25,000 in tax money to fly a group of 
senators in a military transport from Cairo to 
Tokyo, was taking a dim view of most congres- 
sional and other tax-supported travel programs. 


BROOKINGS INSTITUTION MAKING 
SECOND SURVEY , 

The Brookings Institution, impartial fact-find- 
ing group, has begun its second survey of medical 
and hospital care in the United States. 

The Brookings prospectus of the study states, 
in part: 


“If we are to have a sound national health program, 
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the first requirement is to ascertain the facts as to the 
state of medical service in the United States today. 
For a comprehensive picture of the availability of 
medical care in the United States, both private and 
public organizations should be covered. These would 
include medical services provided by industry, trade 
unions, medical societies, philanthropic and fraternal 
organizations, national health associations, group health 
and other voluntary prepayment plans, state and federal 
medical aid programs, including the veterans and the 
armed forces, and industrial and commercial insurance.” 


The findings are expected to extend into two 
volumes: “The first part of the study would be 
a comprehensive, descriptive and statistical report 
designed to make available reliable data on the 
extent of medical care and the existing and 
potential provisions for meeting the cost through 
insurance or prepayment plans, and, in the case 
of those who cannot pay, through public services 
or private philanthropy. The second volume, 
based upon the facts assembled in Volume I, 
would be an evaluation of the numerous plans 
now in operation and those proposed. It would 
deal with the issues of public and private policy 
and indicate the means by which adequate med- 
ical care can best be provided.” 

The last survey on medical care that the 
3rookings Institution made was ‘published in 
April, 1948, entitled “The Issue of Compulsory 
Health Insurance.” 

In the preface, the Institution pointed out that 
the survey had been made in response to an in- 
vitation by Senator H. Alexander Smith. 


“The request was made in May, 1947, and if the 
results were to be of service to the Committee, they 
had to be available early in 1948. Limitations of time and 
resources necessarily restricted somewhat the scope of 
the analysis and the amount of original research.” 


This time, the Brookings Institution is evident- 
ly going to make a thorough probe of the situa- 
tion. Its conclusions and the facts it discovers 
should be invaluable to everyone interested in 
increasingly better medical care for the American 
people. 


GOVERNMENT PLANS BRITISHERS’ LIVES 

Socialism in England has become like a domi- 
nant wife who claims her husband’s pay en- 
velope and returns to him only money enough for 
carfare and a haircut. E. T. Leech, editor of the 
Pittsburgh Press, puts it this way: 

“What happens to the individual is that the gov- 
ernment spends a large part of his wages on what it 


thinks is good for him—and which the politicians refer 
to as ‘free benefits-—and lets him spend the balance.” 


And still there are those in the United States 
who do not recognize compulsory health insurance 
as the important and opening wedge in a scheme 
to convert the entire economy of the country. 
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Meeting of April 9, 1949 ; 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, April 13, 1949. Dinner was 
served at 7:00 o'clock and the meeting was called to 
order by the President, Dr. J. A. Lepak, at 8:20 p.m. 

There were forty-one members and two guests 
present. ° 

Minutes of the March meeting were read and ap- 
proved. 


Upon ballot, the following were elected as candidates 
for membership in the Academy: 


pe Sh: Saint Paul 
DN SE TEM. ns hcdncnsixecnccds Saint Paul 
Peneet Feast, BED. cicscccscccees Minneapolis 
Rey ©. Swenson, M.D. ...... 626206 Minneapolis 


The scientific program followed. 


TRANSVERSE COLOSTOMY VERSUS CECOSTOMY FOR ACUTELY 
OBSTRUCTING LESIONS IN THE LEFT HALF OF THE COLON 


CHARLES E. REA, M.D., W. W. von AMERONGEN, M._D., E. W. SICKLES, M.D., 
and M. WINDMILLER, M.D. 


Saint Paul, Minnesota 


The purpose of this paper is to compare the mortality 
of transverse colostomy with that of cecostomy for 
acutely obstructing lesions in the left half of the colon. 
In this study, the statistics from four of the larger hos- 
pitals in St. Paul, Minnesota, from 1938 to 1948, were 
used. 

Every surgeon agrees that acute obstruction of the 
large bowel is a surgical emergency. For obstructions 
in the left half of the colon, one may do an inguinal 
colostomy (if the lesion is below the rectosigmoid), a 
transverse colostomy, or a cecostomy. For acute ob- 
structions in the right half of the colon, one may do an 
appendectomy, a cecostomy or a double-barreled ileos- 
tomy, threading a catheter through the ileocecal valve 
into the cecum. If the patient is not acutely obstructed, 
one may decompress the bowel by successful intubation 
with a Miller-Abbott tube. 

For acute obstructions of the right half of the colon, 
most surgeons would perform a cecostomy. For similar 
lesions in the left half of the colon, most surgeons would 
do a transverse colostomy, but some would prefer to do a 
cecostomy. One of us (C.E.R.) cannot remember a cecos- 
tomy ever being performed in cases of acute obstruction 
of the large bowel at the University of Minnesota Hos- 
pitals over an eighteen-year period. At that institution, 
a transverse colostomy is preferred for acute obstruction 
of the left half of the colon and a double-barreled en- 
terostomy, threading a catheter through the ileocecal 
valve into the cecum for acute obstructions of the right 
half of the colon. It should be said that the mortality at 
that clinic for acute and chronic obstructions of the 
large bowel is one of the lowest reported in the litera- 
ture. 

However, many excellent surgeons in this area prefer 


~ Dr. Rea is Clinical Associate Professor of Surgery, Medical 
School, University of Minnesota; Dr. von Amerongen, Surgical 


n 
Staff, St. Joseph’s Hospital, Saint Paul; Dr. Sickles, formerly a 
Fellow in Surgery, Miller Hospital, Saint Paul; Dr. Windmiller, 
ormerly a Fellow in Surgery, Ancker Hospital, Saint Paul. 
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a cecostomy in the therapy of acute obstruction in the 
left half of the colon. The late Dr. A. R. Colvin, who 
for many years was Chief of the Surgical Staff at 
Ancker Hospital, Saint Paul, Minnesota, did only a 
cecostomy to decompress obstructive lesions of the colon. 
Interestingly enough, during his whole surgical career, 
he never did a Mikulicz obstructive resection; he per- 
formed a cecostomy to decompress the bowel and then 
later did a resection of the lesion and an end-to-end 
anastomosis of the colon if possible. 


Cecostomy 


Between 1936 and 1943 numerous papers appeared, 
principally by Allen, Graham, McNealy and Rankin, ex- 
tolling the value of cecostomy in the treatment of car- 
cinoma of the colon and rectum. 

Rankin found it of value as a complementary proce- 
dure at the time of resection for obstructive carcinoma 
of the colon, but pointed out that its use in the treat- 
ment of acuie obstructions was not without danger. 
Graham reported thirty-three acute obstructions of the 
colon for which cecostomy was done, with only two 
deaths, and Allen used cecostomy in the treatment of 
250 cases of malignancies of the colon, with only 
eleven deaths which could be attributed to cecostomy. 

In 1942 Wangensteen deplored the high mortality fol- 
lowing cecostomy for acute malignant obstructions of the 
colon, which approached 50 per cent in his clinic. He 
advised transverse colostomy, or ileostomy and thread- 
ing of a catheter through the ileocecal valve as a sub- 
stitute. Coller and Ransom in 1944, reviewing 571 cases 
of carcinoma of the rectum, reported seven cases of 
cecostomy with five deaths, a mortality of 71 per cent. 
In all fairness it must be said that these cases were 
done for high grade obstructions in far advanced cases. 

In 1945, Heyd, reporting the treatment of thirty cases 
of carcinoma of the distal colon, stated that cecostomy 
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TABLE I. MORTALITY FOLLOWING CECOSTOMY 
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TABLE II. OVER-ALL MORTALITY 





Cases} Deaths | Mort. % 





Rankin — o t of —y - 13 0 0.0 
kin omplementary Op- 
_ eration a2| 5 | 11.9 
Preliminary for Acute 
Obstruction 16 3 19.9 
Operable 8 0 
Inoperable 8 3 
Graham 1939 | Acute Obstruction 33 2 6.0 
Allen 1941 | Malignant Lesions 250 32 12.9 
Wangensteen 1942 | Malignant Obstruc- 
tion _ - 50.0 
Collor 1944 | Malignant Obstruc- 
tive Lesions 7 5 71.4 




















was seldom a satisfactory method of decompression since 
it relieved only the gaseous distention and did not de- 
flect the fecal current. He advocated the use of the 
Devine type of colostomy which completely defunc- 
tionalizes the distal colon and renders subsequent re- 
section an easier and safer procedure. 

The mortality for cecostomy reported by these authors 
will be found in Table I. 

Several methods of doing a cecostomy have been 
described in the literature. The chief objection to most 
of these operations is that it is impossible to do them 
aseptically. Placing sutures in the distended cecum is 
impossible to do without leaving holes in the wall with 
resulting leakage of intestinal contents. Placing a 
catheter into the cecum after decompression with a suc- 
tion trochar is synonymous with peritoneal contamina- 
tion unless twelve to twenty-four hours have elapsed to 
allow the serosa of the cecum to become adherent to 
the peritoneum. An acutely distended cecum is often 
difficult to deliver. Wolfer, Beaton and Anson found 
the cecum to be mobile in only 11.2 per cent of 125 
adult anatomical specimens. Thus it is rarely possible to 
deliver an entire loop of cecum through the incision; 
usually only a portion of the anterior wall of the cecum 
is deliverable above the level of the anterior abdominal 
wall so that later it will not retract below the skin level. 

McNealy and Lichtenstein in 1937 described a simple 
technique aimed at obviating these dangers. Through 
a muscle-splitting incision the cecum is partially de- 
livered, and two curved clamps applied to the cecal 
wall and left in place. No suturing is attempted and the 
bowel is not opened for at least twelve hours following 
operation. Howser presented eighteen cases using this 
technique in which no evidence of peritonitis developed. 


Transverse Colostomy 


Dennis in 1944 reported thirty-eight patients with acute 
obstruction of the colon treated by transverse colostomy, 
with three deaths, a mortality of 7.9 per cent. Perfora- 
tion had occurred in two of these patients prior to op- 
eration and one died postoperatively from duodenal 
hemorrhage. Fallis in 1946 described sixty-two cases 
of transverse colostomy for acute obstruction, with only 
two deaths, one from pulmonary embolism the third day 
and one from uremia on the eighth day. 

The technique of transverse colostomy involves a high 
transverse incision through the right rectus muscle, 
through which a loop of transverse colon is gently 
drawn and fixed by a glass rod underneath the bowel. 
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Cases | Living | Dead | Mort. % 
Cecostomy 81 52 29 36 
Transverse Colostomy 35 29 6 18 

















The bowel is needled after a few hours and cut across 
after a day or two. In this way there is little chance of 
contaminating the peritoneum and the fecal stream is 
diverted. Generally speaking, it is the safest operation 
for decompressing the obstructed large bowel due to 
lesions in the distal half of the colon. 


Cecostomy Versus Transverse Colostomy 


There have been but few reports~in which the results 
of cecostomy versus transverse colostomy for acute ob- 
structions in the left half of the colon have been studied. 
An interesting series is that from the Cook County Hos- 
pital, reported by Hendricks and Griffin. W. S. Dorimer, 
Jr., in a ten-year study of 200 cases, found that up 
until 1944, a total of 135 consecutive cases of emergency: 
colonic decompressions were done with a mortality rate 
of 44.5 per cent. In 1944 they began to employ transverse 
colostomies whenever possible. In 1945 there was a total 
of forty-nine cases of colonic obstruction with a total 
mortality of 20.5 per cent. In thirty-nine of these pa- 
tients carcinoma was present. In the thirty-nine pa- 
tients, twenty-four cecostomies were done with a mor- 
tality of 29 per cent, fifteen transverse colostomies with 
a mortality of 6.6 per cent, and ten Mikulicz procedures 
with a mortality of 20 per cent. From 1940 to 1945, in- 
clusive, forty-seven transverse colostomies were per- 
formed with a 21 per cent mortality, and 142 cecostomies 
with a mortality of 40.5 per cent. They were thus able 
to lower their mortality from 44.6 to 20.5 per cent, ap- 
parently by the use of a transverse colostomy. However, 
the employment of transverse colostomy was only one 
of the factors which affected the mortality rate so 
markedly. Other important factors were early differential 
diagnosis of large from small bowel obstruction and 
surgical decompression without delay when conserva- 
tive methods were ineffectual. The mortality rate im- 
mediately dropped from 40.5 per cent to 20.5 per cent 
within one year. This was due to strict attention to the 
above factors and not due to any operative procedure 
by itself, for in 1946 their mortality for twenty-one cases 
of emergency decompression was 23.3 per cent; twelve 
cases of transverse colostomy and nine cases of cecos- 
tomy gave the same mortality rate. 


Analysis of This Series 

As mentioned above all the cases of cecostomy and 
transverse colostomy recorded at Ancker Hospital, 
Bethesda Hospital, Miller Hospital and St. Joseph’s 
Hospital, Saint Paul, Minnesota, for the years 1938 to 
1948, inclusive, were studied in this series. 

The over-all mortality in a total of 116 cases was 
almost twice as great for cecostomy as compared to that 
for transverse colostomy (Table II). These figures mean 
little, however, unless the type of case is analyzed. 

1. Lesions in the Proximal Half of the Colon Treated 
by Cecostomy.—These cases are classified as to whether 
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the lesion in the proximal half of the bowel was 
malignant or nonmdlignant, operable or inoperable, ob- 
structing or nonobstructing. The results are tabulated in 
Table III. While the series is small, the mortality for 
the malignant obstructing but operable lesions in the 


Proximal Half | Ancker Miller 























TABLE III. LESIONS IN THE PROXIMAL HALF OF THE 
COLON TREATED BY CECOSTOMY 
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It should be mentioned that the above-mentioned cases 
treated by cecostomy at Miller and St. Joseph’s Hos- 
pital were done by one individual surgeon at each 
hospital. However for all malignant lesions in the distal 
half of the colon, the mortality for cecostomy was 40 
































| St. Joseph’s | Bethesda | Total 
Malignant |No.| L. | D. |No.| L. | D.|No.| L. | D.|No.| L.| D.|No.| L. | D. 

Obstructive | | | | | | | } | | 
Operable | 4| 3] 1] 1] of} 1% 2] 1] at] O| Of} Of} 7 413 
Inoperable | O 0; 0 0 | 0 0; O 0 0; O 0; 0 0 0 | O 

Non-obstructive | | 
Operable | O ei; 8) 3} 1 0; 0 0 Oo; 1; 1] 0 2); 2 0 
Inoperable |} O| O| O| Oj} O 0 0 0; Oo 0 0 0| 0 0 | 0 
Total | } | | 9 6 3 

; ob | | | (88%) 

Nonmalignant | | } } 

Obstructive | | | 
Operable e| 6] Oo] 8] @! O) OO} @| &] @) © | O| oO 0 
Inoperable 0/ 0} Oj 1 0| 1} ©} 0] O| oO} oO] Oo; 1] Oo | 1 

Non-obstructive | | | 
Operable | O| O | 0; 1] 1] 0 oe] O] @1 O81 oi EL 2 0 
Inoperable | 0] O| O| Oo] O| O| O| O} Oj O} O| Oj O| 0} O 
Total | | | | 2 | 1 1 

fo | | (50% 

| | | | | | 

*Evisceration, died in 7 days. +Died of bronchopneumonia. 


TABLE V. TRANSVERSE COLOSTOMY 
COMPLEMENTARY TO OTHER OPERATIONS 





Other Operations Living | Dead 
Resection of carinoma of sigmoid ; } 2 
Prostatectomy for carinoma of prostate with | 
rectal extension | 1 


TABLE VI. CECOSTOMY COMPLEMENTARY 
TO OTHER OPERATIONS 











Other Operations Living Dead 

Resection m clgmeid: hysterectomy for fibroids 1 
Cecostomy and resection trans. colon for 

Ca. Tr. colon 1 | 
Cecostomy and resection descending colon | 

for Ca des. colon | ag 
Cecostomy and resection sigmcid colon for | 

Ca. sigmoid colon 4 | 
Cecostomy and appendectomy (Ca. ascending | | 

colon) 1 | 
Cecostomy, appendectomy and hysterectomy 1 

Total 9 1 


*p. 


eritonitis at time of ope’ eration. 


proximal half of the colon treated by cecostomy was 
over 40 per cent (three deaths in seven patients). 
2. Comparison of Cecostomy and Transverse Colostomy 





in Lesions of Distal Half of Colon.—The results of this | 


study are tabulated in Table IV. 

[t is interesting that the mortalities for cecostomy and 
transverse colostomy in malignant, operable, obstructing 
lesions in the distal half of the colon were the same 
(27 per cent). 





Ocroper, 1949 
























TABLE VII. CECOSTOMY FOR OTHER CAUSES OF 
OBSTRUCTION 











Other Causes Living Dead 





Paralytic ileus | 
Paralytic ileus, peritonitis following 
appendectomy 1 
Carcinoma of prostate with extension to 
| 





bladder and rectum 1 
Partial obstructed sigmoid, etiology unknown 1 
Large bowel obstruction, cause unknown 1 





per cent (twenty-two deaths in fifty-five cases) as 
compared to 15.4 per cent (four deaths in twenty-six 
cases) for transverse colostomy. 

3. Cecostomy and Transverse Colostomy Complemen- 
tary to Other Operations.—These cases are recorded in 
Tables V, VI, and VII. They are self-explanatory and 
are included only for completeness. 


Conclusion 

For the average surgeon, a transverse colostomy is 
preferable to cecostomy for obstructing lesions in the 
distal half of the colon. It is not only easier to de- 
liver the transverse colon but the operation can also be 
done more aseptically. In this study, the mortality of 
cecostomy was the same as that for transverse colostomy 
(27 per cent) in obstructing, operable, malignant lesions 
of the left half of the colon. The reason was that most of 
these cecostomies were done by a few highly trained 
surgeons. Even then, a mortality of 27 per cent leaves 
much to be desired. Since the over-all mortality for 
cecostomy was twice that for transverse colostomy in 
this series, transverse colostomy would seem to be 
the operation of choice for ser aay lesions in the 
distal half of the colon. 
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1942. 
Discussion 


Dr. LocANn Leven, Saint Paul: I enjoyed Dr. Rea’s 
discussion of the value of cecostomy in the management 
of lesions of the left side of the colon. He stressed the 
point that cecostomy in some surgeons’ hands carries a 
very low mortality. I believe that the operation of trans- 
verse colostomy is simpler than cecostomy, and in the 
same surgeon’s hands would carry a lower mortality as 
a rule than would cecostomy. Of greater importance, 
however, is the question of the efficacy of the operation 
itself. Cecostomy as a rule results in merely a fecal 
fistula and does not divert the entire fecal stream as can 
be done by transverse colostomy. ‘Because the operation is 
simpler, the mortality generally lower, and the operation 
more effective, I prefer transverse colostomy to cecos- 
tomy in the management of obstructive lesions of the 
left side of the colon. 


Dr. E. A. Recnrer, Minneapolis: I agree with what 
was said about the two types of decompression of the 


bowel. I think one is hard put with a lesion in the right 
half of the colon to do anything but a cecostomy for 
decompression. You don’t always have a choice, but 
sometimes you can do an ileostomy. Many times I have 
used the Wetzel type of ileostomy with a long tube 
with multiple perforations. The tube is threaded down 
through the ileocecal valve. It prevents distention of the 
right colon and prevents rupture of the colon. Many 
of these cases in forty-eight to seventy-two hours will 
spontaneously open and decompress themselves. I be- 
lieve that ileostomy is a better and safer procedure than 
cecostomy for decompression of the right colon and 
that a transverse colostomy is far superior to cecostomy 
for obstructive lesions of the left colon. 


Dr. Rea (in closing): I am grateful for this discus- 
sion. What we are particularly interested in is this: 
given an acutely obstructing lesion in the left half of 
the colon, is it Seiner to do a transverse colostomy or a 
cecostomy ? Most of the older surgeons would seem to 
have a preference for cecostomy. I might say that while 
a Fellow in surgery at the University of Minnesota 
Hospital, I never saw a cecostomy performed, and yet the 
results of treatment of acute obstruction of the large 
bowel at that institution are equal if not superior to 
those reported elsewhere. One of my first patients on 
the surgical service at Ancker Hospital, Saint Paul, had 
an acute obstruction of the large bowel. The late Dr. 
Alexander Colvin saw the patient with me and asked 
what I planned to do. I replied “A transverse colos- 
tomy.” He asked, “Why not a cecostomy?” I told 
him that I had never done one. He replied, in ‘turn, 
that he had never done a transverse colostomy but that 
he always did a cecostomy in such cases. (He let me 
do a transverse colostomy. ) 

In general, a transverse colostomy is a simpler and 
safer operation to perform than a cecostomy in cases of 
acute obstruction of the large bowel. In expert hands, 
the corrected mortality of transverse colostomy is almost 
negligible. However, it is only fair to say that, in 
expert hands, the mortality from cecostomy in com- 
parable cases is equally as low. With what we know 
now of fluid balance, blood and electrolytic replacement, 
antibiotics, the mortality of any of these operations is 
not what it was one or two decades ago. 





PERIODIC PARALYSIS 


GORDON R. KAMMAN, M.D. 
Saint Paul, Minnesota 


Periodic paralysis is recognized clinically by the de- 
velopment of intermittent attacks of flaccid paralysis 
of the skeletal muscles of the extremities, loss of the 
deep tendon reflexes, and loss of electrical excitability 
both to faradic and galvanic currents. During an at- 
tack of periodic paralysis the mental condition of the 
patient remains clear. 


Etiology.—The condition is probably functional in na- 
ture. No gross changes have been consistently found 
in the spinal cord, peripheral nerves, or the involved 
muscles. The condition may be familial but it is not 
necessarily so, and many sporadic cases have been 
reported. Apparently the condition is the result of vari- 
ous etiologic factors. Some patients suffer attacks of 
paraplegia following bouts of malaria; in some cases 
~ Much of the material in this article was obtained from an 


excellent monograph on “Periodic Perey published by John 
H. Talbott in Medicine, 20:85-143, (Fe 1941, 
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there is enlargement of the thyroid gland, and some 
patients under treatment for Addison’s disease have at- 
tacks of periodic paralysis following the assimilation of 
excessive amounts of desoxycorticosterone acetate. 

Periodic paralysis is known by a variety of other 
names i.e. nocturnal paralysis, night palsy, paroxysmal 
myoplegia, paraplegia spinalis intermittens nervosa, et 
cetera. 


Incidence—The disease is considered rare but it is 
probably more common than is ordinarily believed. Up 
until 1941, 400 cases were reported in the literature with 
thirty-five deaths. Males outnumber females in the pro- 


"portion of about three to one. 


Age.—The disease usually develops in the first or sec- 
ond decade of life. It frequently comes on at puberty 
or during adolescence, and during this period the symp- 
toms are usually more severe than they are later in 
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life. Later in life there is a tendency for the attacks 
to diminish in frequency and severity, and sometimes 
they disappear entirely during adult life. 


Inciting Factors —Various forms of trauma, prolonged 
debilitating diseases and fevers, and a great variety of 
other incidents have been cited as inciting factors. Fre- 
quently an attack follows the ingestion of a high car- 
bohydrate meal. The attacks frequently develop in the 
middle of the night, and they are thought in this case 
to be the result of the ingestion of a high carbohydrate 
meal during the preceding evening. The glucose toler- 
ance curve is normal in most of these patients. 

An attack may be precipitated by the administration 
of adrenalin. This is probably due to the raising of the 
blood sugar and the depressing of the serum potassium 
resulting from the injection of the adrenalin. However, 
adrenalin is not as consistent in producing an attack 
as is a high carbohydrate meal. 

Sometimes insulin with glucose will produce an attack, 
much as prolonged hyperglycemia. This seems para- 
doxical, but is presumably due to the stimulation of the 
secretion of adrenalin resulting from the parenteral ad- 
ministration of insulin. 


Paralysis—The paralysis begins peripherally in the 
extremities, usually the legs, and progresses centrally. 
In a few patients the paralysis may begin in the hips and 
shoulders and spread peripherally. It may be partial 
or complete, localized or generalized, involve either the 
upper or lower extremities, or it may be unilateral. The 
paralysis is flaccid, and it spares the muscles of the 
face, mouth, and throat. The accessory muscles of 
respiration and the sphincters also are spared. How- 
ever, some fatal cases have been reported in which the 
muscles of respiration and deglutition were involved. 


There also is an abortive type of the paralysis known 
as “crises frustes.” These abortive attacks vary from 
stiffness and weakness in the extremities to paralysis with 
reduced deep reflexes. In some patients these abortive 
attacks may last for as long as a week without paralysis. 
As said before, there is never any mental clouding. 
Some reports on patients who have died indicate that 
the patients remain mentally clear until the end. 

In some cases there may be enlargement of the extrem- 
ities during paralysis. In one patient the circumference 
of the thigh increased 8 centimeters and of the fore- 
arms 2 centimeters during the period of paralysis, and 
returned to normal after the paralysis had passed. 

The changes: in electric excitability are different from 
those found in curare. In periodic paralysis the reaction 
to both galvanic and faradic stimulation is absent. In 
curare paralysis, only the response to faradic stimula- 
tion is lost, i.e, galvanic stimulation which stimulates 
the muscle fibers themselves results in a muscular con- 
traction. This indicates that the dysfunction in periodic 
paralysis is not at the myoneural junction. 

Recovery from the paralysis occurs anatomically in 
the reverse order to that in which the paralysis de- 
veloped. 
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Frequency and Duration of Aitacks—There is ex- 
treme variability in the frequency and duration of 
attacks, all the way from one to two in a lifetime to 
several a week. The attacks last for six or eight hours 
and sometimes for as long as two or three days. In 
a case reported by Machalachlan in 1932 the paralysis 
lasted for eight days. This is the longest case on record. 


Laboratory Findings——There is a slight leukocytosis 
with relative increase in lymphocytes. There is also a 
transient albuminuria and oliguria. 


The basal metabolic rate may be increased in patients 
suffering from thyrotoxicosis. One case was reported in 
which the basal metabolic rate increased from plus 17 
to plus 59 during the period of paralysis. This again 
sounds paradoxical because one would expect a decrease 
in oxygen consumption when the muscles are paralyzed. 
The probable explanation is that there is a transient 
disturbance of the intermediary metabolism of car- 
bohydrates during the paralysis, and this demands an 
increased oxygen intake. 

The electrocardiogram shows striking and unusual 
changes all the way from normal to decreased amplitude 
of the T waves, prolongation of P-R, Q-R-S, and Q-T 
intervals. Left axis deviation was observed in many 
cases, and one case of left axis deviation was observed 
in a child seven years of age. 


Blood Chemistry.—The most striking change in the 
blood chemistry is a decrease in the serum potassium 
and serum phosphates during an attack. These changes 
are believed to be intimately concerned with the patho- 
genesis of the attacks. The potassium does not leave 
the body but probably migrates to the liver along with 
glycogen. In other words, the liver is enriched with 
glycogen as well as with potassium. Such migration is 
consistent with the empiric observation that attacks of 
paralysis follow high carbohydrate meals. 


It is important to note that a reduction in serum 
potassium will not always result in paralysis, but paralysis 
is always accompanied by reduction in serum potassium. 
Furthermore, reduction in potassium will not produce 
paralysis in all people. The individual must be suscept- 
ible to paralysis in order to suffer this condition fol- 
lowing a reduction in serum potassium. Moreover, 1 
gram of KCl intravenously will result in recovery from 
the paralysis in a few minutes. This is not a local effect 
because 0.1 gram of KCI injected into the brachial 
artery will not relieve the paralysis if the venous return 
is obstructed for a period of eight minutes. How- 
ever, upon release of the venous obstruction, recovery 
from the paralysis is seen. Therefore, the curative action 
of potassium either is central, or some substance is 
formed in the viscera by the action of potassium and 
is carried to the muscles to restore power. 


Treatment.—General hygienic measures, avoidance of 
high carbohydrate intake, and the daily administration 
of 10 to 15 grams of KCl a day are the best known 
methods of treatment. 
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Case Report 


G. R., male, single, aged twenty, was referred on Feb- 
ruary 22, 1949, by Dr. R. M. Kilgard of Watertown, 
South Dakota. The family and past histories were non- 
contributory to the patient’s present illness. During the 
Thanksgiving vacation of 1948, Mr. R. was riding in a car 
en route to his home from college. About four o’clock 
in the afternoon he fell asleep. When he awakened, his 
legs seemed to remain “asleep,” i.e., he was unable to 
use them. When he tried to walk, he staggered and 
fell. There were no sensory disturbances. The paralysis 
lasted for about twenty-four hours and then gradually 
left and Mr. R. made a complete recovery. His local 
physician examined him shortly after the attack and 
was unable to demonstrate any muscular weakness. 

On February 10, 1949, Mr. R. suffered a second 
attack. He again had been riding in a car and had 
fallen asleep. When he tried to get out of the car, 
he fell to the ground and was unable to walk. He 
was carried to his bed, and the following day the 
muscle strength gradually returned in his lower extrem- 
ities. 

There were no symptoms suggestive of multiple 
sclerosis, there was no impairment of the sensorium, and 
no other disturbances in consciousness. 

The neurological examination was negative through- 
out for organic signs. 

The basal metabolic rate was —3. 

The spinal fluid was clear and under normal pres- 
sure; it contained 3 cells, 50 mg. protein, and had a 
negative Wassermann test and negative colloidal gold 
curve. 

The glucose tolerance test showed the following : 


Fasting blood sugar 102 mg. Urine negative 
Y% hour 148 mg. Urine negative 
1 hour 150 mg. Urine negative 
2 hours 112 mg. Urine negative 
3 hours 82 mg. Urine negative 
4 hours 92 mg. Urine negative 
5 hours 93 mg. Urine negative 

Serum potassium 26. mg. 

Serum phosphorus 3.9 


Mr. R. was placed on 15 grains of potassium chloride 
three times a day and instructed to increase the dose 
gradually to “0 grains three times a day. He returned 
home and has not had any difficulty since. 


Discussion 


Dr. E. M. Hammes, Saint Paul: Dr. Kamman has 
presented a very interesting syndrome, namely, periodic 
paralysis. There are two main groups of diffuse paraly- 
sis of the extremities. In the one group, we have acute 
anterior poliomyelitis, postdiphtheric neuritis, other 
forms of toxic neuritis, multiple sclerosis and hysteria. 
All of these diseases have a normal serum potassium. 
The second group comprises periodic paralysis, also sim- 
ilar syndromes associated with acidosis nephritis, over- 
treatment for Addison’s disease and occasionally thyro- 
toxicosis. The mortality rate in periodic paralysis is 
about 10 per cent. While determining the diagnosis in 
some of these rather puzzling disorders, it might be 
a safe procedure to administer to these patients potas- 
sium in some form. If it is not due to potassium defi- 
ciency, no harm is done; if it is, the early administration 
of potassium will greatly lessen ‘the mortality rate. 

Dr. Kamman’s case had a serum potassium of 36, as 
I recall. I presume this was due to the fact that the 
patient was practically over the attack. 

There are two disorders which respond miraculously 
to a single therapeutic dose and the result confirms the 
diagnosis—namely, prostigmine for myasthemia gravis, 
and potassium for periodic paralysis. When the effect 
of the drug subsides, the symptoms usually recur. 


Dr. Vernon L. Hart, Minneapolis: I would like to 
ask a question.. Do any of the paralyses remain_per- 
manent with subsequent development of deformity? 


1030 


Dr.'C. J. Watson, University of Minnesota: I think 
we have all become increasingly aware of the imporiance 
of hypopotassemia. Dr. Hammes referred to diabetic 
acidosis. We have seen persons in diabetic coma with 
rather characteristic breathing who are promptly bene- 
fited by the administration of potassium. I have seen 
cases in the past where the ketosis was taken care of, 
yet the patient died. Quite a few have since been shown 
to be due to lowering of serum potassium. Darrow 
showed that the cause of death in infantile diarrhea is 
often a hypopotassemia. 

I think that it is difficult to understand just how the 
potassium is lowered in these cases such as Dr. Kam- 
man has described so well. It seems evident that the 
potassium and glucose mechanisms are disturbed. There 
may be an enzyme lacking in the liver which prevents 
too rapid utilization of potassium in glucose metabolism, 
Insofar as uremia is concerned, a situation can arise 
where one has to be very careful because there are 
cases of uremia with hypopotassemia, and others with 
hyperpotassemia may die if given more potassium. I 
do think that within the not too distant future the use 
of the flame photometer will become more and more 
routine in hospital laboratories, for determinations of 
sodium and potassium. It is only in the last few years 
that we have become aware of the great importance of 
the-intravenous administration of KCl. 


Dr. KAMMAN (in closing): In answer to the question 
as to whether these paralyses ever persist long enough 
to produce permanent contracture (Volkman contrac- 
ture), I would say no. The paralysis does not last long 
enough to produce such a contracture. When recovery 
from paralysis takes place, it is complete, and it is 
my understanding that it takes more than just a few 
hours of muscular paralysis to result in a contracture. 
One of the most fascinating things in periodic paralysis 
is the completeness with which a person can be paralyzed, 
and the prompt and complete recovery which can occur. 
One case of quadraplegia was described in which a pa- 
tient was able only to lift his head, and the clinical 
picture was like that of a person with a broken neck 
with transection of the cord in the high cervical region. 
He was completely flaccid, and yet he recovered after 
the intravenous administration of KCl. 


The meeting was adjourned. 


A. E. Carnie, M.D., Secretary 


SARCOIDOSIS 
(Continued from Page 990) 


Summary 

The clinical and laboratory findings in seventeen 
patients with sarcoidosis are reviewed. The clin- 
ical diagnosis in each case has been substantiated 
by histopathologic study of either a section of 
skin or lymph node. Laboratory studies, including 
cultures and the inoculations of animals to deter- 
mine the presence of Mycobacterium tuberculosis, 
were done on tissue specimens in each case. 
Material from all seventeen cases gave negative 
results. 


Reference 


1. Freiman, D. G.: Sarcoidosis. New England J. Med., 239: 
664-671, (Oct. 28); 709-716, (Nov. 4); 743-749, (Nov. 11) 
1948. 
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In Memoriam 





LEO S. BURNS 

Dr. Leo S. Burns of South Saint Paul died suddenly 
on September 7, 1949, at the age of forty-eight. 

Dr. Burns was born at St. Thomas, Minnesota, Octo- 
ber 29, 1901. He attended St. Thomas College in Saint 
Paul and obtained his medical degree from the Uni- 
versity of Minnesota Medical School in 1930. He in- 
terned at the University Hospital, Minneapolis. 

Dr. Burns served as South Saint Paul school physi- 
cian from 1937 to 1942 and was a past president of the 
Dakota County Medical Society. During World War 
II he was a captain in General Patton’s army. 

Surviving are his mother, Mary E. Burns of Saint 
Paul, and two sisters, Mrs. Leo McCue of National 
City, California, and Mrs. Howard Prairie of Farming- 
ton, Minnesota: 


HOMER C. COLLINS 

Dr. Homer C. Collins of Duluth died July 31, 1949, 
at the age of ninety. 

He was born at Fairport, New York, January 4, 1859. 
After attending public schools at Rochester, New York, 
he obtained a B.S. degree from Cornell and studied medi- 
cine at Cornell and the College of Physicians and Sur- 
geons in New York, where he obtained his medical 
degree in 1884. 

From 1884 to 1889 he was superintendent of the State 
hospital in Rochester, Minnesota. After taking post- 
graduate training at the New York Postgraduate Eye 
and Ear infirmary, he located in Duluth in 1890—the 
first eye, ear, nose and throat specialist in the city. In 
1941 Dr. Collins celebrated his fifty years of practice 
in Duluth. 

Dr. Collins was a member of the St. Louis County 
Medical Society, the Minnesota State and American 
Medical Associations and the American Academy of 
Ophthalmology. 

He is survived by his widow, Gertrude, a son, Homer 
Jr., and three daughters—Mrs. A. Laird Goodman, 
Duluth; Mrs. Eric Calman, Madera, California, and Mrs. 
E. L. Hemenway, Englewood New Jersey. 


GEORGE E. MALMGREN — 

Dr. George E. Malmgren, formerly of Saint Paul, 
died August 24, 1949, in Los Angeles, following an 
operation. He was forty-seven years old. 

Dr. Malmgren was born in Saint Paul, obtained his 
medical education at the University of Minnesota, gradu- 
ating in 1926. He was on the staff of the Mayo Clinic 
for several years before moving to California, twelve 
years ago. 


NORMAN REUBEN SCHNEIDMAN 
Dr. N. R. Schneidman, chief of the pulmonary dis- 
eases section at the Veterans Hospital, Minneapolis, 
died September 6, 1949, at the age of forty-two. 
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Born in Russia, Dr. Schneidman came to Minneapolis 
at the age of fourteen and obtained his medical edu- 
cation at the University of Minnesota. After serving an 
internship at the Minneapolis General Hospital, he prac- 
ticed at Pipestone and at the White Earth Indian Res- 
ervation. He served as a lieutenant in the Navy. 


Dr. Schneidman was a member of the Hennepin 
County Medical Society, the Minnesota State and 
American Medical Associations, the Minneapolis So- 
ciety of Internal Medicine, the Trudeau Society, the 
Beth El Synagogue and B’nai B’rith. 


BAXTER A. SMITH 
Dr. Baxter A. Smith of Crosby, Minnesota, died in 
August, 1949. He was born in Harrowsmith, Ontario, 
February 17, 1876. 


Dr. Smith obtained his M.D. degree at Queens Col- 
lege, Kingston, Ontario, in 1905. He practiced at Biwabik 
from 1906 to 1913. His specialty was industrial surgery. 

He was a member of the Upper Mississippi Medical 
Society, the Minnesota State and American Medical 
Associations. 


CHARLES CARROLL WALKER 


Dr. Charles C. Walker, a pioneer Lamberton physi- 
cian, died at the Redwood Falls rest home on August 
13, 1949, at the age of seventy-nine. 


He was born May 27, 1870, at Kilbourn Dells, Wis- 
consin. He received his medical degree from Northwest- 
ern University Medical School in 1896 and had practiced 
medicine at Curry, Raymond, and Lamberton for over 
fifty years. He retired two years ago. 

Dr. Walker was married to Julia Cole who passed 
away two years ago. He is survived by a son Harold, 
of Duncan, Oklahoma, and a daughter, Mrs. Katherine 
Smith, of Denver, Colorado, both foster children. 


He was a medical officer in World War I and a mem- 
ber of the American Legion. 


THYROID ADENOMATA IN CHILDREN 


(Continued from Page 1006) 
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10. Schlesinger, M. J.; Gargill, S. L., and Saxe, I. H.: Studies 
in nodular goiter. I. Incidence of thyroid nodules in row 
tine necropsies in a non-goitrous region. J.A.M.A., 110: 
1638-1641, (May 14) 1938. 

11. Weeelin, C.: Die Schilddruse. In Henke, F., and Lubarsch, 
O.: Handbuch der spezielle pathologischen’ Anatemie un 
Histologie, Vol. 8. Berlin: Julius Springer, 1926. 


421 Medical Arts Bldg. 


MINNESOTA MEDICINE 





















new possibilities 


for the radiologist KELLEY KOETT 


MULTICRON 300MA 
a or GENERATOR 


ee with 140 KVP 




























epin 
and 
So- 
the 
d in 
ario, 
Col- 
abik 
ery. *, 2 OK LI 
lical S noone Bocce = =6— eet 
lical 
\ysi- 
gust : BBs 
Nis- 
rest- 
iced 
over 
ssed T HE Kelley-Koett Multicron 300 MA is a heavy duty X-ray 
‘old, generator with capacity and operating features surpassing any 
rine previous diagnostic unit yet available in its range. 
The therapy rating is 140 KVP at 10 milliamperes for four 
tin hours of continuous operation. Diagnostic rating provides 120 
KVP at 300 milliamperes in intermittent operation. Fixed 
milliamperage control and a unique electronic-mechanical timer 
make operation outstandingly simple . . . results extremely 
accurate in every technic. 
These and other features of interest to the hospital radiologist 
are detailed in descriptive literature available on request. 
emic + ss 
Instantly accessible, integral -units make the 
h ° ° 
- Multicron 300 MA unit easy to adjust and 
chil- service. 
yroid | | 
Min- a) 
_ “Telephone or write for complete details” 
rou 
110: KELLEY-KOETT X-RAY SALES 
sch 
— CORPORATION OF MINNESOTA 





1111 Nicollet Avenue Minneapolis 3, Minnesota 
1033 





Ocroper, 1949 














+ Reports and Announcements +¢ 





INTERNATIONAL MEDICAL ASSEMBLY 


The thirty-fourth annual assembly of the International 
Medical Assembly of the Inter-State Postgraduate Med- 
ical Association of North America will be held at Phila- 
delphia in the Public Auditorium, October 31 to Novem- 
ber 3. 


This assembly will hold its scientific sessions in the 
morning, afternoon and evening for four days, and the 
sessions will consist of addresses by outstanding profes- 
sors from the various medical schools of the United 
States and Canada. The assembly dinner will be held 
Wednesday evening in the Crystal Ballroom of the Ben- 
jamin Franklin Hotel, following which the president of 
the Assembly, Dr. Evarts A. Graham, will make an 
address on “Changing Concepts in Surgery.” At the 
dinner the president-elect, Dr. Waltman Walters of the 
Mayo Clinic, will be presented. 


The assembly has rightfully taken its place as one 
of the outstanding medical meetings of the year. All 
physicians are invited to attend. The registration fee 
is $5, and registration may be made at the Hotel Ben- 
jamin Franklin on Sunday, October 30, the day preced- 
ing the opening of the sessions. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 
POSTGRADUATE COURSE 

A postgraduate course in diseases of the chest, spon- 
sored by the Council on Postgraduate Medical Education 
and the New York State Chapter of the American Col- 
lege of Chest Physicians, will be held at the Hotel New 
Yorker, New York, November 14 to 18. 

The meeting will consist of morning and afternoon 
sessions, with addresses by specialists in chest diseases 
and related fields. Registration fee is $50 and applica- 
tion should be made to the American College of Chest 
Physicians, 500 North Dearborn Street, Chicago 10, 
Illinois. 


VAN METER PRIZE AWARD 

The American Goiter Association again offers the 
Van Meter Prize Award of $300 and two honorable 
mentions for the best essays submitted concerning origi- 
nal work on problems related to the thyroid gland. The 
award will be made at the annual meeting of the As- 
sociation which will be held in Houston, Texas, March 
9, 10 and 11, 1950, providing essays of sufficient merit 
are presented in competition. 

The competing essays may cover either clinical or 
research investigations, should not exceed three thou- 
sand words in length, must be presented in English, and 
a typewritten double-spaced copy in duplicate sent to 
the Corresponding Secretary, Dr. George C. Shivers, 
100 East St. Vrain Street, Colorado Springs, Colorado, 
not later than January 15, 1950. The committee that 
will review the manuscripts is composed of men well 
qualified to judge the merits of the competing essays. 
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A place will be reserved on the program of the 
annual meeting for presentation of the prize award 
essay by the author, if it is possible for him to attend. 
The essay will be published in the annual Proceedings 
of the Association. 


UROLOGY AWARD 

The American Urological Association offers an annual 
award of $1,000 (first prize of $500, second prize $300 
and third prize $200) for essays on the results of some 
clinical or laboratory research in urology. Competition 
shall be limited to urologists who have been in such 
specific practice for not more than five years and to 
residents in urology in recognized hospitals. 

The first prize essay will appear on the program of 
the forthcoming meeting of ‘the American Urological 
Association, to be held at the Hotel Statler, Washington, 
D. C., May 29—June 1, 1950. 

For full particulars write the Secretary, Dr. Charles 
H. de T. Shivers, Boardwalk National Arcade Build- 
ing, Atlantic City, N. J. Essays must be in his hands 
before February 20, 1950. 


OMAHA MID-WEST CLINICAL SOCIETY 

The Omaha Mid-West Clinical Society will hold its 
seventeenth annual assembly at Hotel Paxton, Omaha, 
Nebraska, October 24 through 28. 

Scientific motion pictures will open the daily pro- 
grams. Timely subjects have been chosen for round 
table discussions immediately following luncheons and 
dinners. Scientific and technical exhibits will be presented. 

Further information may be obtained by writing to 
the executive office, 1031 Medical Arts Building, 
Omaha, Nebraska. 


COUNTY MEDICAL SOCIETY OFFICERS 
NATIONAL CONFERENCE 

The sixth national conference of county medical so- 
ciety officers (the “Grass Roots Conference”) will be 
held at Hotel Statler, Washington, D. C., on December 
8. Among the features of the conference -will be descrip- 
tions of several of the nation’s “Outstanding Achieve- 
ments in Community Medical Leadership.” All registrants 
for the AMA Clinical Session and their wives are in- 
vited to attend the conference, which is sponsored by 
the Board of Trustees of the AMA. 


OLMSTED-HOUSTON-FILLMORE-DODGE 
COUNTIES SOCIETY 

A meeting of the Olmsted-Houston-Fillmore-Dodge 
Counties Medical Society was held in Rochester on 
September 7. Dr. M. M. Hargraves, Rochester, present- 
ed a paper on the differential diagnosis of chronic 
myelogenous leukemia, and a thirty-minute colored sound 
motion picture on the use of the Mayo Clinic library 


(Continued on Page 1036) 
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OLMSTED-HOUSTON-FILLMORE-DODGE 
COUNTIES SOCIETY 
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was shown. Dr. H. W. Woltman, Rochester, is presi- 
dent of the four-county society. 


ST. LOUIS COUNTY SOCIETY 


The principal speaker at a meeting of the St. Louis 
County Medical Society in Duluth on September 8, was 
Arthur M. Calvin, Saint Paul, executive director of the 
Minnesota Medical Service Association and the Min- 
nesota Hospital Service Association. Mr. Calvin dis- 
cussed “The Cost of Hospital Care in Duluth.” Under 
the leadership of Dr. M. H. Tibbetts, Duluth, president 
of the society, the members studied a proposed revision 
of their constitution and by-laws. : 


WASHINGTON COUNTY SOCIETY 


The regular monthly meeting of the Washington 
County Medical Society, held September 13, was de- 
voted to a consideration of the actions taken by the 
House of Delegates of the Minnesota State Medical 
Association at the May session. Much attention was 
given to the five resolutions that were referred to the 
county societies. Resolution No. 1 was rejected, but 
the other four were endorsed. 

The society has sponsored the placing of twelve large 
copies of the picture entitled “The Doctor,” by Luke 
Fildes, in the Lake View Memorial Hospital, the county 
court house and the large schools of the county. Forty- 
three smaller pictures will be placed in the rural schools. 


CONTINUATION COURSES 
Traumatic and Pediatric Surgery 


The University of Minnesota announces a continuation 
course in traumatic and pediatric surgery to be presented 
at the Center for Continuation Study on November 10, 
11, and 12, 1949. The course, which is intended for gen- 
eral physicians, will emphasize the diagnosis and man- 
agement of surgical conditions occurring in children. 
Special attention will be paid to the treatment of frac- 
tures, especially those occurring during childhood. 


Child Psychiatry 


A course in child psychiatry will be presented at the 
Center for Continuation Study on November 28 through 
December 3, 1949. This continuation course, which is 
intended for pediatricians and general physicians, will 
emphasize normal, emotional, intellectual, and social 
development of infants and children and the emotional 
and behavior problems seen in infancy, childhood, and 
adolescence. Dr. Adrian Vander Veer of the Department 
of Psychiatry, University of Chicago, will participate 
as a visiting faculty member. 





City-wide x-ray surveys can be conducted with rela- 
tive economy of means and money. Previous experience 
in cities already surveyed and preliminary studies of 
other communities indicate that if present facilities are 
fully utilized and if newly discovered cases are given 
realistic disposition, the increased case load of tubercu- 
losis will not present a grave problem to the community.— 
Francis J. Weser, M.D., Ohio Public Health, Feb., 1948. 
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To the Editor: 


The study of twins is of great value in providing 
information concerning the respective importance of 
hereditary predisposition and environmental influences in 
disease in man. The results of the use of this method 
have shown a hereditary predisposition to tuberculosis, 
diabetes, and tumor formation, and a high, medium or 
low intelligence quotient. 


There is some a priori evidence showing an hereditary 
predisposition for peptic ulcer. Only six cases of the 
occurrence of peptic ulcer in the one or both of mono- 
or dizygous twins have been reported in the readily 
accessible literature. Since twins are born in 1 of 8% 
births and identical twins in 1 of 344 births and the 
general incidence of ulcer is from 5 to 10 per cent there 
should be plenty of material available. 


I should like to ask physicians to co-operate in assem- 
blying such material by sending me cases in which (1) 
one or both twins develop peptic ulcer, (2) the site of 
the ulcer, (3) the age of onset of ulcer, (4) the type of 
twins (monovular or diovular), (5) the sex of the 
twins, (6) the date of birth of the twins, and (7) the 
number and, age of the brothers and sisters and the 
absence or presence of ulcer in each. 


Yours sincerely, 
A. C. Ivy, M.D. 
Department of Clinical Science 
University of Illinois. 

1853 West Polk Street, 

Chicago 12, Illinois 

August 30, 1949 


MELORHEOSTOSIS 
(Continued from Page 985) 


40. Putti, V.: L’osteosi eburneizzante monomelica. Una _neuva 
sindrome osteopatica. Chir. d. Org. di Movimento, 11:335-361, 
(June 1927. . : 3 . 

41. Rokhlin, D. G.: Melorheostosis. Vestnik, rentgen. i. radiol., 
9:292-296, 1931. é 

42. Saupe, B.: Berne oo, itedicotten. Klin. Wehnschr., 
11:1183-1186, (July 3 

43. Schor, 'M. os and Heinismann, J. I.: ttber kondensierende 
Prozesse im Knochensytem. Fortschr. a d. Geb. d. Rént- 
genstrahlen, 48:440-445, (Oct.) 1933. : ae 

43a. Sear, H. R.: Melorheostosis and the creeping _periostitic 
form’ of leontiasis. Brit. Jour. Radiol., 20:470-473, (Nov.) 
1947, 

44. Storen, H.: A case. of Melorheostosis. Acta chir. Scandinav., 
78:94-102, 1936. A 

45. Stutz, E.: Ueber einen Fall von Mélorhedéstose des Beckens. 
Réentgenpraxis, 13:63-65, (Feb.) 1941. 

46. Valentin, B.: Ueber einen Fall von Mélorhedstose. Fortschr. 
a. d. Geb. d. Réentgenstrahlen, 37:884-889, (June) 1928. 

47. Idem: Klinische Demonstration. Fortschr. a. d. Geb. 4. 
Réentgenstrahlen, 37:571, (April) 1928. 

48. Weil, M. P., and Weismann-Netter, R.: Un cas de rhéo- 
steose (mélorhedéstose de André Léri et Joanny). Gaz. med. 
de France, 50-52, (Jan. 15) 1932. ‘ 

49. Widmann, B ., and Stecher, W. R.: Rhizomonomelo- 
rheostosis. Radiology, 24:651-670, (June) 1935. 

50. W. Miiller-Alberti: elorheostosis, clinical aspects, etiology 
and pathogenesis. Ztschr. f. Orthop., 72:194-211, 1941. 


51. Woytek, G.: Uber einen eigenartigen pupsrometinrsen vor- 
nehmlich an der Ledenwirbelsaiile lokalisierten Knochen- 
rozess. Melorheostosis (Léri) der Ledenwirbelsaiile. 
eutsche. Ztschr. f. Chir., 239-565-579, 1933. 

52. Zimmer, : Weber einen Fall einer eigenartigen seltenen 
Knechenkrankung Osteopathia hyperostotica. elorheostose. 


Beitr. z. klin. Chir., 140:75-85, 1927. 
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Auxiliary + 





INFORMED AUXILIARY DOUBLY IMPORTANT 
Mrs. David Halpern 


“This year is a critical one and must be one of study,” 
writes Mrs. Leo J. Schaefer, Salina, Kansas, national 
Auxiliary program chairman, as she presents an out- 
line of program material for state Auxiliaries and their 
component county Auxiliaries. 


“The suggested material is not new,” Mrs. Schaefer 
explains, “but we feel that greater emphasis must be 
placed on the program given at Auxiliary meetings. A 
background of information then may be built up to act 
as a bulwark against any force which may endanger 
the place of the doctor in our country. A national, state 
or county program is only as effective as the informa- 
tion each member is able to give when questioned.” 

“This year let us aim to have each subject presented 
and discussed as in a study club, group discussion, 
panel discussion or lecture form. As busy adults, too 
often we acquire a ‘reading knowledge’ instead of a 
speaking knowledge of current affairs. In this period 
of American thinking, we must develop a_ speaking 
knowledge, fortified ‘with authentic information. It is 
your duty and privilege to interpret and support the 
ideals of organized medicine.” 


Program 1949-1950 


1. Twelve-point program of the American Medical 
Association, for the advancement of medicine and 
public health (1) (4) (6)* 

1. A federal Department of Health 

2. Medical research 

3. Voluntary insurance 

4. Medical care authority with consumer repre- 

sentation 

5. New facilities 

6. Public health 

7. Mental hygiene 

8. Health education 
9. Chronic diseases and the aged 
10. Veterans’ medical care 
11. Industrial medicine and accident prevention 
12. Medical education and personnel. 

II. The AMA—its history, function, work of the 
ge" councils, bureaus and other departments 

) 
IIT. Study legislation—local, state and national, which 
affects health and medicine. 
1. Truman’s compulsory health insurance plan (5) 
2. Oscar R. Ewing’s “The Nation’s Health—a 
Ten Year Program” (2) 
3. AMA’s answer to compulsory health insurance 


(1) (4) (5) 
1V. Voluntary prepayment medical and hospital care 
plans 
1. Familiarize yourself with the plan used in your 
state. 
V. State Board of Health (3) 
1. Study services available . 


*Numbers in parenthesis correspond to the following list of 
sources where material may be obtained to carry out the above 
program. 

(1) National program chairman—Mrs, Leo J. Schaefer, 700 

Highland, Salina, Kansas. 


(2) U. S. Printing Office, Washington, D. C. 
( State or county Board of Health departments 
( Bureau of Health Education of the AMA, 535 North 


3) 
4 
Dearborn street, Chicago 10, Illinois 
5) State or county medical societies 
$ Bulletin of Woman’s Auxiliary to the AMA, March, 1949 
7) National League of Nursing Education, 1790 Broadway, 
New York 19, New York. 


VI. Local health department (3) 
1. Study services available in city and county. 
VII. School health program (1) (4) 
VIII. Rural health problems and their proposed solu- 
tions (1) (4) (5) 
1X. Nurse recruitment (1) (7) 
1. Methods and information available 


X. Radio programs of the AMA presented by the 
Bureau of Health Education (4) 


XI. Hygeia (4) 


HYGEIA CONTEST DEADLINE 
Mrs. J. A. Cosgriff 


The American Medical Association has announced 
another Hygeia contest, extending from September 1, 
1949, to January 31, 1950, with cash awards going to 
the following Auxiliary groups: Group 1, membership 
of 1 to 18; group 2, membership of 19 to 35; group 3, 
membership of 36 to 99; group 4, membership of 100 
or more; group 5, State Auxiliaries. 

No Auxiliary will be given a cash prize nor special 
recognition unless it has secured at least 25 subscrip- 
tion credits. For example: if an Auxiliary has 10 mem- 
bers and secures 10 subscription credits, its percentage 
is 100; but, in order to be eligible for a cash prize, 
the Auxiliary must have gained a minimum of 25 sub- 
scription credits. Auxiliaries with a membership of 25 
or more must have a percentage of 100 to be eligible for 
a cash prize. No county Auxiliary will be given credit 
for subscriptions taken from members at large or 
other county auxiliaries that are organized. 

Prizes are based on the group quota and the number 
of subscription credits obtained. The quota is the 
number of members in the Auxiliary who have paid 
their Auxiliary membership dues at the close of the 
previous fiscal year. This arrangement gives the Aux- 
iliary with a small membership an equal chance with 
the larger ones in its particular group. An Auxiliary, 
for instance, that has 20 members and secures 20 sub- 
scriptions would have reached its quota and have a 
rating of 100 per cent. Furthermore, if an Auxiliary 
has only 20 members and secures 80 subscriptions, it 
would have a rating of 400 per cent and would win 
over an Auxiliary that has 30 members and secures 
90 subscriptions, with a rating of 300 per cent. 

A one-year subscription will count as one credit; a 
two-year subscription as two credits; a three-year sub- 
scription, three credits; a six-month subscription, one- 
half credit. No distinction in credits is made with re- 
gard to new or renewal orders. In the event of a tie, 
the county sending in the largest number of two-year 
and three-year subscriptions will be awarded the prize. 

Each county president has received, or will receive, all 
the necessary information from the circulation director 
of Hygeia. She should appoint a Hygeia chairman and 
urge her to contact schools, libraries, beauty parlors, 


(Continued on Page 1049) 
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The American Medical Association reported in Sep- 
tember that the 1949 class of graduating physicians 
numbered only 5,094—the smallest class in ten years. 
It was expected, however, that the incoming group of 
medical freshmen this fall would be the largest on rec- 
ord, about 6,900. 


* * * 


During the second half of August and early Septem- 
ber, Dr. John A. Watkins of Windom conducted the 
practice of Dr. A. T. Kapsner in Princeton while Dr. 
Kapsner was on vacation. A graduate of the University 
of Minnesota Medical School in 1947, Dr. Watkins served 
his internship at St. Luke’s Hospital in Duluth and at 
Wayne County General Hospital in Detroit. 

* oe «@ 


“Common Neuropsychiatric Problems Encountered in 
General Practice” was the title of an address given by 
Dr. Gordon R. Kamman, Saint Paul, at a meeting of 
the Cerro Gordo County Medical Society in Mason City, 
lowa, on September 13. 

*é& 4 


Dr. R. E. Johnson, superintendent and medical director 
of Sunnyrest Sanatorium in Crookston since October, 
1943, resigned his position in August. He announced at 
the time that he had no immediate plans other than taking 
a rest for several months. He was replaced in the sana- 
torium post by Dr. R. R. Hendrickson, formerly of 
Lake Park. 


* * * 


An editorial in the Blue Earth Register on September 6 
stated that the village of Bricelyn had been without a 
physician for more than a year and that residents of 
the community were trying to arrange for an office and 
a home as an inducement for an interested physician. 
The editorial recommended Bricelyn to any young med- 
ical graduate looking ‘for a location. 

* * * 

The resignation of Dr. E. S. Mariette, superintendent 
of Glen Lake Sanatorium since 1916, was accepted by 
the Glen Lake Sanatorium Commission, September 8, 
it was announced by Dr. S. Marx White, president of 
the Commission. Dr. Mariette has been ill since early 
August when he was sricken by a cerebral hemorrhage. 

Dr. Mariette came to Glen Lake Sanatorium as its 
first resident physician January 1, 1916. Within the same 
year, he became its superintendent and medical director, 
a position he has occupied continuously for the past 
thirty-three years. 

Under his direction, Hennepin County’s hospital for 
the tuberculous has achieved national recognition as 
one of the great tuberculosis sanatoria of the United 
States. It was the first tuberculosis hospital in the 
country to receive a Class-A rating from the American 
College of Surgeons (1927). 

Dr. Mariette, throughout his career as medical director 
of Glen Lake Sanatorium, has been a participant in 
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tuberculosis control work in Minnesota and on a _ na- 
tional scale. A member of the board of directors of 
the National Tuberculosis Association, he served as 
president of the Mississippi Conference on Tuberculosis, 
as president of the Minnesota Trudeau Society and from 
1946 through 1948, as president of the Hennepin County 
Tuberculosis Association. He was chairman of the 
American Trudeau Society’s Committee on Rehabilita- 
tion. He was a member of the Hennepin County Med- 
ical Society, the Minnesota State Medical Association, 
the American Medical Association and the American 
Hospital Association. He is an assistant professor of 
medicine at the University of Minnesota. 

Many outstanding physicians in tuberculosis work 
were trained under his direction at Glen Lake Sana- 
torium. Among these: Dr. Frank L. Jennings, super- 
intendent and medical director of Sunnyside Sanatorium, 
Indianapolis; Dr. Charles K. Petter, medical director 
of Lake County Tuberculosis Sanatorium, Waukegan, 
Illinois, and Dr. R. Backus, assistant superintendent of 
Nopeming Sanatorium, Nopeming. Tuberculosis special- 
ists from many foreign countries have come to Glen 
Lake Sanatorium to observe its methods of treatment. 

A special contribution of Dr. Mariette was his pioneer 
use of BCG vaccine in the protection of nurses caring 
for the tuberculous, and in initiating an in-sanatorium 
program for the rehabilitation of tuberculosis patients. 
Under his direction, Glen Lake was one of the first sana- 
toria to establish a co-ordinated rehabilitation program, 
offering educational training and vocational counseling to 
patients while under treatment. 

Because of Glen Lake Sanatorium’s reputation for 
exact techniques, it was one of few sanatoria frequently 
selected for special studies, according to Dr. S. Marx 
White, president of the Glen Lake Sanatorium Com- 
mission. 

Dr. Mariette is the author of many articles, published 
in medical and nursing journals, on various aspects of 
the control and treatment of tuberculosis. 

Dr. Mariette was born January 3, 1888, in southern 
Minnesota, He received his training at the University 
of Minnesota, obtaining his medical degree in 1913. 
From 1913 to 1916 he was on the staff of Nopeming 
Sanatorium. 

He has participated directly in the tuberculosis control 
work of all official and voluntary health agencies in Min- 
neapolis and Hennepin County. His special interest has 
been in providing medical examination, including tuber- 
culin tests, for rural Hennepin County school children, 
and in all projects to locate unknown tuberculosis cases. 

His resignation will become effective November 1. 

* * * 

Dr. William B. Stromme, Minneapolis, was guest 
speaker at a meeting of a postgraduate medical group 
in Le Mars Iowa, on September 28. His subject was 


(Continued on Page 1042) 
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North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
225 Sheridan Road Medical Director Phone Winnetka 211 
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crystalline complex 
of whole leaf 


The dependable action of the total glycosides of Digitalis lanata 
whole leaf is provided by DIGILANID®, crystalline complex 
of lanatosides A, B and C, in regulated percentages. 

Possessing the additional advantages of uniform potency, 
stability and virtual freedom from impurities, DIGILANID may 


be regarded as “crystalline whole leaf.” 
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Tablets « Liquid «+ Ampuls + Suppositories 
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BROWN & DAY, INC. 


St. Paul 1, Minnesota 














AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 
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“Management of Difficult Labors.” On October 11, 
Dr. Stromme presented a lecture on “Management of 
Normal Pregnancies” before the undergraduate students 
at Cornell University Medical College, New York. 

* * * 


Dr. Mitrofan Smorszczok, former practitioner in 
Poland, addressed a joint meeting of the Rotary and 
Lions Clubs in Stillwater on September 12 and described 
the faults of socialized medicine in Soviet-controlled 
countries. 

* * * 


On September 5, Dr. Catherine Burns announced that 
she had become associated in practice with Dr. S. A. 
Whitson, Dr. J. P. Person and Dr. T. M. Hansen in the 
Medical Arts Clinic, Albert Lea. A graduate of the 
University of Minnesota Medical School, Dr. Burns 
served in the Navy at Great Lakes, Illinois, during the 
recent war. She then studied at the New York Post- 
graduate Medical School before opening a practice in 
Duluth. During last winter she practiced in Fair- 
banks, Alaska. She is the daughter of the late Dr. H. 
D. Burns. 


* * * 


Red Wing acquired a new physician early in Septem- 
ber when Dr. Byron B. Cochrane, formerly of Saint 
Paul, joined the staff of the Interstate Clinic. An 
ophthalmologist, Dr. Cochrane is heading the eye de- 
partment of the clinic. 

After graduating from the University of Minnesota 
Medical School in 1937, Dr. Cochrane served his in- 
ternship at Miller Hospital, Saint Paul, and then en- 
gaged in general practice in Saint Paul for two years. 
From 1940 to 1945 he served in the army part of the 
time in the Pacific area. Following his discharge, he 
completed a four-year combined residency in ophthal- 
mology at University and Miller Hospitals. He was 
associated with Dr. F. E. Burch of Saint Paul until 
August 31 of this year, when he moved to Red Wing. 


*x* * * 


Dr. H. G. Rice, after being associated with the Aitkin 
Clinic since March, 1946, left for Moorhead on Sep- 
tember 1 to resume a private practice that he conducted 
there before World War II. Dr. Rice served during the 
war as a Naval flight surgeon. 

* * * 


Change of address was announced recently for six 
Minneapolis physicians. The physicians and their new 
addresses are as follows: Dr. Milton E. Baker, 1409 
Willow Street; Dr. Robert G. Tinkhaw and Dr. Curtis 
V. Rockwell, 3940 Market Street, Edina; Dr. Benedict 
Trach, 4204 Cedar Avenue; Dr. Barton G. Olson, Uni- 
versity of Minnesota Hospitals; Dr. John E. Twomey, 


General Hospital. 
* * * 


A four-week postgraduate course in general sur- 
gery was completed by Dr. Richard P. Virnig, Wells, 
on August 6. The course was presented by members 
of the surgical staff of Cook County General Hos- 
pital in Chicago. 
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Waterless Motor Basal 
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Exclusive Features 


@ Economical —7 cents per test 

@ Motor blower for easy breathing 

@ Alcohol checked to 99% accuracy 
@ Protractor eliminates technical errors 


@ Automatic slide rule calculation, 
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Write for free descriptive booklet 


901 MARQUETTE AVENUE 





A public meeting, sponsored by the Bloomington Com- 
munity Health Council, was held in Bloomington on 
September 9 to discuss the proposed centralized health 
authority for rural and suburban Hennepin County. 
Among the speakers at the meeting was Dr. A. B. 
Rosenfield, director of District Health Unit No. 6, State 
Department of Health. 

* * * 

Dr. Tom Davis, II, planned to leave Wadena in 
October to spend three months doing specialized work in 
eye surgery in India, at a mission in the town of Patna. 
A graduate of the University of Minnesota Medical 
School, Dr. Davis has been a member of the staff of the 
Davis Clinic in Wadena. 

* * * 

The Minnesota Division of the American Cancer So- 
ciety announced on September 8 that it had received a 
$25,000 grant toward completion of the Minnesota Can- 
cer Research Institute at the University of Minnesota. 
The grant increases funds made available to the in- 
stitute in the past two years to $225,000. The institute 
is designed to occupy two floors of the proposed Mayo 
Memorial building on the University campus. , 

es 6 ¢ 

It was announced on August 20 that Dr. Nesmith P. 
Nelson of Brainerd planned to retire about September 
1, and that Dr. George J. Halladay, formerly of Min- 
neapolis, would occupy Dr. Nelson’s office. Dr. Nelson 
has practiced in Brainerd for twenty-eight years, main- 
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taining the same office throughout that time. Before 
moving to Brainerd, he practiced in Washington, D. C., 
and Minneapolis. 

*x* * * 

Dr. S. R. M. Reynolds of the Carnegie Institution of 
Washington and Johns Hopkins Medical School, Balti- 
more, Maryland, will be guest faculty member at a 
continuation course in obstetrics to be presented by the 
University of Minnesota on November 17, 18 and 19. 
The course, which is intended for specialists in obstetrics 
and gynecology will be held at the Center for Con- 
tinuation Study. Dr. Reynolds will speak on the sub- 
jects, “The Development of the Pregnant Uterus” and 
“Uterine Mechanisms in Normal and Abnormal Labor.” 

* & @ 

On August 11 it was announced that Dr. Warren 
Haesley of Winona had purchased the medical practice 
of Dr. Richard F. Herbst in Wykoff and would open 
his office there soon. 

* * * 

Formerly of Mankato, Dr. Albert E. Krieser became 
associated in practice with Dr. L. J. Hoyer in Windom 
on September 1. During the recent war Dr. Krieser was 
in military service in Alaska and Germany. 

* * * 

The Arrowhead Clinic in West Duluth announced on 
August 4 that Dr. John Van Duyn, formerly of Syracuse, 
New York, had joined the clinic staff. A graduate of 
Johns Hopkins Medical School, Dr. Van Duyn was an 
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Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive course in Surgical Cogiealgen, two 
weeks, starting October 24, November 28. 
Surgical Technique, Surgical Anatomy ae Clinical 
Surgery, four weeks, starting October 10, November 7. 
Surgery of Colon and Rectum, one week, starting Oc- 
tober 10, November 28. 
Esophageal Surgery, one week, starting October 10. 
aapeet and Thyroid Surgery, one week, starting Octo- 
er 10. 
Thoracic Surgery, one week, starting October 3. 
Fractures and Traumatic Surgery, two weeks, starting 
October 3. 
GYNECOLOGY—Intensive Course, two weeks, starting 
October 24. 
Vaginal Approach to Pelvic Surgery, one week, starting 
November 
OBSTETRICS—Intensive Course, two weeks, starting 
November 7 
MEDICINE Intensive General Course, two weeks, 
starting October 3. 
Gastroenterology, two weeks, starting October 24. 
Gastroscopy, two weeks, starting October 24. 
DERMATOLOGY—Formal Course, two weeks, starting 
October 24. Informal Clinical Course every two 
weeks. 
ROGNTOENGLOCY—Dingnestis and Lecture Course 
first Monday of every, month. 
Clinical Course third onday "of every month. 
X-Ray Therapy every two weeks. 
CUSECRCOPT—Ten-Bay Practical Course every two 
weeks. 


General, Intensive and Special Courses in all Branches of 
edicine, Surgery and the Specialties. 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR, 427 South Honore Street 
Chicago 12, Illinois 


























instructor in general surgery at the University of Syra- 
cuse before he became affiliated with the clinic in Duluth, 
* ¢ 


Dr. O. A. Eide opened offices for the practice of 
medicine in Hancock on August 15. In addition to his 
practice in Hancock, he is assisting his father-in-law, 
Dr. A. I. Arneson of Morris, at the Stevens County 
Hospital. A graduate of the University of Minnesota 
Medical School, Dr. Eide interned at General Hospital 
in Salt Lake City, Utah. He then served for nearly two 
years at an Army hospital in Osaka, Japan, returning 
to the United States in June of this year . 

é:s' * 


During August, Dr. Daniel L. Donovan, of the Albert 
Lea Medical and Surgical Center, attended a two weeks’ 
postgraduate course in diseases of the heart at the Uni- 
versity of Chicago. 

* * x 

The clinical use of anticoagulants was the subject dis- 
cussed by Dr. E. V. Allen, Rochester at a meeting of 
the Black Hills District Medical Society at Spearfish, 
South Dakota, On August 11. Dr. Allen is senior con- 
sultant in the diagnostic division of general medicine 
and surgery at the Mayo Clinic. 

* * * 


The appointment of Dr. Joseph L. Whelan as chief of 
the neurology service at Minneapolis Veterans Hospital 
was announced in August. A graduate of the University 
of Minnesota Medical School in 1942, Dr. Whelan in- 
terned at Detroit Receiving Hospital and then served 
with the U. S. Air Forces for three years. After his 
discharge he took postgraduate training in neurology and 
psychiatry at the University of Pennsylvania Hospital, 
Wayne University College Hospital and the University 
of Minnesota Medical School. 

* * * 

Dr. Leong Hom arrived in Monticello early in August 
to be associated in practice with Dr. W. E. Hart. A 
graduate of the University of Minnesota Medical School, 
Dr. Hom served his internship at St. Barnabas Hospital, 
Minneapolis. 

* * * 

Dr. Thomas G. Wellman, practitioner in Lake City, 
moved to Clinton, Iowa, on July 29 to accept an ap- 
pointment to Schick General Hospital, which is operated 
by the Veterans Administration. Dr. Wellman began 
practice in Lake City in 1940. He entered military serv- 
ice with the Army Air Forces in 1943 and served for 
three years. Following his discharge, he returned to 
his practice in Lake City. 

* * * 

Guest of honor at a tea on August 14 in the Mayo 
Clinic Women’s Club was Dr. Della G, Drips, Roches- 
ter, who was presented with a silver service in apprecia- 
tion of her years of. service to the club and to thank 
her for acting as club physician since 1937. 

* * * 

Dr. H. H. Theissen who began practicing in Ex- 
celsior about August 1, is associated in practice with Dr. 
M. H. Seifert and Dr. J. A. Dupont of that city. Dr. 
Theissen served his internship at St. Mary’s Hospital, 
Minneapolis. 
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A sixty-day leave of absence was granted Dr. Frank 
J. Hill, Minneapolis health commissioner, by the Min- 
neapolis board of public welfare on September 2. The 
purpose of the leave of absence was to enable Dr. Hill 
to recover from what his personal physician described 
as nervous exhaustion caused by overwork. Dr. F. G. 
Gunlaugson, director of communicable disease control in 
the health department, was named by the board as 
acting city health commissioner. 

* * * 

The Minneapolis Children’s Cerebral Palsy Center, the 
first of its kind in the city, opened on August 30 to 
provide pre-school training for spastic children from two 
to four years old. The Center officials stated that about 
twenty children would be cared for five days a week 
during the next eleven months. Registered therapists 
have been hired to staff the Center, and a medical com- 
mittee of ten physicians, headed by Dr. E. J. Huenekens, 
provides professional guidance. 

x * x 

Dr. Orville N. Nelson, formerly a practitioner in 
Battle Lake but who has been located for the past several 
years in St. Petersburg, Florida, was a guest at a Ro- 
tary Club meeting in Fergus Falls on August 17. He 
was spending his vacation at his summer home on Bot- 
tle Lake. 


* * * 


Head of the surgery department of the new Royal 
C. Johnson Hospital in Sioux Falls is Dr. Nicholas G. 
Booselis, who was appointed to the post in August. A 
native of Faribault, Dr. Boosalis received his medical 
training at the University of Minnesota Medical School. 


OcvroBer, 1949 


After completing his internship at St. Mary’s Hospital, 
Duluth, he practiced for a short time at Sauk Center, 
then entered military service in 1942. Following his dis- 
charge in 1946, he completed a residency in general sur- 
gery at the University of Minnesota Hospitals and 


Minneapolis Veterans Hospital. 
* * x 


Dr. Grant Garlock has become associated in practice 
with Dr. D. H. Garlock, Dr. A. V. Garlock and Dr. 
J. K. Hartjen in Bemidji. The son of Dr. D. H. Gar- 
lock, Dr. Grant Garlock recently completed his intern- 
ship at the West Suburban Hospital in Chicago. 

* * * 

Dr. Wallace Hill moved from Windom early in 
August, planning to tour Minnesota and North Dakota 
in a search for a new location for his practice. During 
the past year Dr. Hill was associated in practice with 
Dr. L. J. Hoyer in Windom. 

* * * 

Forty-two years of medical service and civic leader- 
ship by Dr. William H. Barr were commemorated by 
Wells residents at an honor banquet given for the physi- 
cian on August 31. The banquet and program of tribute 
were given by the Boy Scouts, Cub Scouts, Campfire 
Girls and Blue. Birds of Wells in recognition of Dr. 
Barr’s service to the children of the community. 

The program at the banquet consisted mainly of vocal 
selections, short talks and skits presented by members 
of’ the youth organizations. At the conclusion a scrap- 
book containing pictures of Dr. Barr’s “children” was 
presented to the physician. 

Dr. Barr, a graduate of the University of Illinois 
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Physiotherapy for the relief 
of Arthritis and related con- 
ditions. Complete physical 
examinations and laboratory 
procedures given every pa- 
tient. Roy T. Pearson, 
M.D., Medical Director. B. 
F. Pearson, M.D., associate. 


Tel. Shakopee 123 
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ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 
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$5,000.00 accidental death.............. 
$25.00 weekly cae gontont 


$10,000.60 outiguteh ‘death, dain aside $16.00 


$50.00 weekly ene b, goancent Quarterly 

$15,000.00 pe 7 eee 

$75.00 weekly eer — Quarterly 

$20,000.00 accidental death............ 

$100.00 weekly —e, — Quarterly 
a 


Cost has never exceeded amounts shown. 


ALSO HOgPrzAL EXPENSE ron jpuunens 
WIVES AND CHILDR 





85c out of each $1.00 gross income used for 
members’ benefits 


$3,700,000.00 $15,700,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members, 
Disability need ae be ineurred in line of fp-tate from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 


PHYSICIANS HEALTH ASSOCIATION 
47 years under the same management 
400 First National Bank Bidg., Omaha 2, Nebr. 
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Medical School, has practiced in Wells since 1907. In 
his forty-two years there he has served in numerous 
civic capacities, having been mayor, school board mem- 
ber, chairman of the board of health, and a leader in 
many other fields of activity. He was a member of ‘he 
state board of medical examiners for ten years and a 
member of the state board of health for eight years. In 
addition to his private medical practice, he is president 
of the Peoples State Bank, president of the Wells 
Cemetery Association, and district surgeon for the 


Milwaukee Railroad. 
x * * 


Dr. Earl C. Elkins, Rochester, took office as president 
of the American Congress of Physical Medicine on 
September 8 at a meeting of the group in Cincinnati, 
Ohio. The title of his presidential address was “Educa- 
tion in Physical Medicine and Rehabilitation.” 

* * * 


It was announced late in August that Dr. Lyle V. 
Berghs would resume his practice in Owatonna on Sep- 
tember 1, after several months of convalescence in Mon- 
tana following a major operation. 

* * # 


Dr. R. I. Gruys, formerly of Detroit, is now as- 
sociated in practice with Dr. H. C. Stratte and Dr, 
L. L. Sogge in Windom. A graduate of the University 
of Minnesota Medical School, Dr. Gruys recently com- 
pleted three years of practice at Wayne County Hospital 
in Detroit. 

*x* * * 


Major construction work had been completed early in 
September on a new medical clinic building being 
erected in Moose Lake by Dr. Alvin Sach-Rowitz. 
When finished, the structure will house a _ reception 
room, consulting room, laboratories, x-ray room, op- 
erating room, four examining rooms, and a dental office 
with laboratories, and a dark room. The upper floor 
of the two-story building will be divided into three 
modern apartments. Dr. Sach-Rowitz hoped to be able 
to move into the new clinic before the end of the year. 

* * * 


In a talk before the Kiwanis Club in Austin on 
August 17, Dr. Paul C. Leck of that city denied that 
a health crisis existed in the United States. In point- 
ing out the progress made by medical science—reducing 
infant mortality, increasing life expectancy, et cetera— 
he showed that the claims made by the government of- 
ficials that a health crisis exists are false. He stated 
that under socialized medicine there is no assurance that 
voters would get complete medical service for nearly 
nothing. “About the only thing the people could be 
sure of under the government plan,” Dr. Leck added, 
“would be that they would have to pay through special 


taxes.” 
* * * 


Dr. Edward P. Burch of Saint Paul has been ap- 
pointed surgeon of the Minnesota Department, Reserve 
Officers Association. Dr. Burch has been active in the 
direction of the association’s affairs since its reactiva- 
tion following World War II. He also holds the grade 
of colonel in the Medical Service Corps Reserve and 
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commands the 803rd Medical Center comprising ORC 
medical units in Minnesota. 

As department surgeon, Dr. Burch will formulate the 
department’s policy with regard to medical affairs as they 
pertain to the Organized Reserve Corps. The association, 
in turn, works closely with the Department of Defense 
in all matters related to the Reserve program. It serves 
as the collective voice of Reserve officers of the Army, 
Navy (including Marine Corps and Coast Guard) and 
Air Force. 

* * * 

The health committee of the Virginia Chamber of 
Commerce sponsored a diabetic survey during the week 
of October 10 through'16. Believed to be the first project 
of its kind on a community-wide basis, the survey was 
aimed to uncover unsuspected cases of diabetes. All 
Virginia residents were urged to participate in the sur- 
vey and have detection tests made. In charge of the 
survey was Dr. R. P. Pearsall, city health officer and 
chairman of the Chamber of Commerce health com- 
mittee. 

* * * 

Residents of Browns Valley received their medical 
care for a short time in August and early September 
from Dr. G. L. Barnett of Graceville, while Dr. John 
Noble, Browns Valley physician, recovered from minor 
injuries suffered in an automobile accident. 


* * * 


Dr. Clinton C. Berg, formerly of Saint Paul, is now 
associated in practice with Dr. Lewis Reid in Excel- 


sior. A graduate of the University of Minnesota Medical 
School, Dr. Berg interned at Ancker Hospital, Saint 
Paul, then served in the Army for two years. He 
returned from Japan last spring. 


* * * 


It was announced in late August that poliomyelitis 
treatment facilities and services of the Sister Elizabeth 
Kenny Institute had been offiered to physicians in the 
Upper Midwest are. Dr. E. J. Huenekens, medical di- 
rector of the institute, said that fetters stating this had 
been mailed to approximately 5,000 physicians in Min- 
nesota, Wisconsin, Iowa, and North and South Dakota. 
He said that beds would be assigned to patients in the 
order in which requests were received. 


* * * 


Dr. Julian F. DuBois, Jr., has become associated in 
practice with his father, Dr. Julian F. DuBois, and with 
Dr. John C. Grant, of the Sauk Centre Clinic. The 
younger Dr. DuBois served his internship at Sacred 
Heart Hospital in Spokane, then served in the Army 
for two years at the Veterans Hospital at Fort Mac- 
Kenzie, Sheridan, Wyoming. He recently completed a 
residency in surgery at Northern Permanitti Foundation, 
Vancouver, Washington. 


* * * 


The third annual meeting of the Minnesota Public 
Health Conference was held September 30 at the Nicollet 





for Quick Action! 


in the Respiratory and Circulatory Emergencies 
of Intravenous Barbiturate Anesthesia. 
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intravenously, intramuscularly, subcutaneously 


In respiratory and other emergencies resulting 
from medullary depression during anesthesia. 
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Hotel in Minneapolis. Dr. T. B. Magath, Rochester, 
president of the state board of health, presided at a 
luncheon meeting of physicians and health officers. The 
principal speaker at the evening banquet was Dr. Leonard 
A. Scheele, Surgeon General of the United States Pub- 


lic Health Service. 
* * * 


Dr. Owen H. Wangensteen, chief of surgery at the 
University of Minnesota, was the recipient of the first 
award made by the Minnesota division of the American 
Cancer Society for distinguished service in cancer con- 
trol at a meeting held September 23, 1949. Dr. Wangen- 
steen has been chief of surgery since 1930, having re- 
ceived the appointment at the age of thirty-two. He has 
been particularly interested in methods for the detection 
and treatment of early cancer of the digestive tract. 


HOSPITAL NEWS 


The new administration and receiving building at the 
Hastings State Hospital will be completed in May, 1950, 
at a cost of $917,000. The structure will have two wings, 
one 131 feet and the other 200 feet long. It will house 
offices, public reception facilities, a lounge and lunch 
counter for visitors, a library and gymnasium-audito- 
rium, a cafeteria and forty private bedrooms. 

* * * 


Mr. Lyle Horton, former assistant manager of the 
Colonial Hospital in Rochester, has been appointed man- 
ager of the Kahler Hospital in the same city. He suc- 


ceeds Mr. Frank A. Menk, who is now assistant adm ‘n- 
istrator of the George Washington University Hosp ial. 
e Se 
Glen Lake Sanatorium will be able to have a balan-ed 
budget in 1950, for the first time since 1945. ‘he 
sanatorium will be “in the black” because of the al- 
lowance of the full 4.75 mills which the 1949 legislature 
authorized the county board to levy for current opera- 
tions. The full allowance will raise at least $1,589,675 
next year and will permit the institution to pay off an 
expected deficit of $145,000 from 1949. 

* * * 

It was announced on August 10 that construction work 
on the $320,000 Community Hospital in Baudette was 
proceeding at a rapid rate. Brickwork was near com- 
pletion and plumbing was being installed. 


BLUE SHIELD NEWS 


Blue Shield is rapidly increasing from month to 
month. From January 1 to August 31 this year, care 
given Blue Shield members amounted to $676,693.87, 
covered 17,790 cases and 3,992 separate services. This 
is an increase of 1116.36 per cent over last year’s $55,- 
632.74 paid out on Blue Shield cases during the same 
eight-month period. 

As of August 31, 1949, there were 2,468 Blue Shield 
participating doctors of medicine, and the latest count 
shows approximately 225,000 persons covered by Min- 
nesota Blue Shield. 











THE VOCATIONAL HOSPITAL 
TRAINS PRACTICAL NURSES 


Nine months Residence course, Registered Nurses and 
Dietitian as Teachers and Supervisors. Certificate from 
Miller Vocational High School. VOCATIONAL NURSES 
always in demand. 


EXCELLENT CARE TO CONVALESCENT AND 


Rates Reasonable. Patients under the care of their own physicians, 
who direct the treatment. 


5511 Lyndale Ave. So. 


CHRONIC PATIENTS 


LO. 9773 Minneapolis, Minn. 














OMEWOOD HOSPITAL is one of the 
Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 
Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesote 
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Next time you house-clean, pause a moment by a 
sunlit window. You will see thousands of dust 
motes floating in the beam. 

Light does not produce this dust. It is everywhere 
in the air you breathe. Conventional methods of 
cleaning often fail to eliminate it, by letting dust 
filter back into the air you breathe. 

Wouldn’t you like to clean clean? Wouldn't you 
like to know that the dust you remove from floors, 
carpets and furniture is eliminated from your house 
forever? You can—with Rexair. 

Rexair has no bag. It uses a pan of water to trap 
dust and dirt. Wet dust cannot fly, and dust cannot 
escape from Rexair’s water bath. You pour the water 
down the drain, and pour the dirt away with it. 


REXAIR DIVISION, MARTIN-PARRY CORP. 


BOX 964, TOLEDO, OHIO, DEPT 


FREE BOOK—Send for this 
— illustrated 12-page 
Shows how Rexair 

yore all your cipening ete, 
and even “washes” the air 
you breathe. Ask for all the 
copies you can use. No 
obligation. 





Because of increased growth it has become necessary 
for the Blue Shield office to devise and put into op- 
eration a new method of processing Blue Shield cases. 
Procedures of older and larger Blue Sheild plans were 
studied and observed, and the wishes of the physician 
were kept in mind in planning the new process. 

The new method will be used in Minnesota in the 
very near future, but before it becomes effective each 
doctor and his office personnel will receive a detailed 
account as to how it works. 


The new procedure requires a new report form of three 
parts with carbon inserts. The second carbon is to be 
retained by the attending physician for his files. The 
original and first carbon is to be mailed to the Blue 
Shield office. The Blue Shield office will process the 
case and return the original to the physician with his 
check. 

Many physicians have difficulty identifying the pa- 
tient from the check voucher as it lists the patient’s name 
only while the doctor’s office records may be kept in the 
name of the family head. The new report form contains 
the names and addresses of both the patient and the 
family head on the original copy. 

In order to avoid unnecessary work in completing 
forms, it will be advisable for the doctors’ office person- 
nel to become familiar with the benefits provided by the 
Minnesota Blue Sheild. Every assistance will be given 
by the Blue Shield office in supplying the needed infor- 
mation. 

'n addition to streamlining the procedure for handling 
cases, the new process will indicate to the Blue 
ield patient and to the public in general that the 


ws 
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medical profession of Minnesota is supporting volun- 
tary prepaid health care in preference to government 
controlled medicine. It will be concrete evidence that 
the family doctor has the interest of his patients at 
heart and that he is willing to aid them in receiving ‘Blue 
Shield benefits, which, incidentally, have been increased 
twice within sixty days at no increase in cost to the 
subscriber. 

The Medical Advisory Committee’s recommendation 
to increase the payment to participating doctors of 
medicine from the present $75 to $100 for appendectomy 
procedures performed on and after October 1, 1949, was 
approved by the Board of Directors of Minnesota Med- 
ical Service Inc. All Blue Sheild participating doctors 
of medicine have received letters to this effect. 


Blue Cross is still growing. From January 1 to 
August 31, 1949, Minnesota Blue Cross provided benefits 
to 95,702 Blue Cross subscribers, amounting to $5,- 
556,564.76. There are now 950,266 persons covered by 
Minnesota Blue Cross. 


WOMAN'S AUXILIARY 
(Continued from Page 1038) 


doctors, dentists and others. With such articles as 
“Information for Mothers,” “Questions and Answers,” 
“Schools for Pre-Schoolers,” and “Child Training,” a 
gift subscription would be ideal for every home, and 
particularly for all young mothers. 

Auxiliary members are urged to subscribe and to 
procure other subscriptions in order to expand Hygeia’s 
reading public. 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write review 
of any or every recent book which may be of interest 
to physicians. 














Good. Vision Ja Precious. 
When your eyes need attention... 


Don’t just buy eye glasses, but eye care... 
Consult a reliable eye doctor and then... 


Let Us Design and Make Your Glasses 


Zalty Keb Adan 


Dispensing Opticians 
25 W. 6th St. St. Paul CE. 5767 








MANUAL OF HUMAN DISSECTION (Shearer’s). Second Edi- 
tion. Charles E. Tobin, Ph.D., itor. Associate Professor of 
Anatomy, University of Rochester School of Medicine and Den. 
tistry. 226 praia. Illus. Price $4.50, cloth. Philadelphia: The 
Blakiston Co., 1949. 


PHENOL AND ITS DERIVATIVES: The Relation Between 
Their Chemical Constitution and Their Effect on the Organisms. 
W. F. von Oettingen, U. S. Public Health Service. 408 pages. 
44g 70c, paper cover. Washington: Federal Security Agency, 
1949, 


MANUHUANA IN LATIN AMERICA—The Threat It Consti- 
tutes. Pablo Osvaldo Wolff, M.D., Ph.D., M.A. Member of 
Expert Committee on Habit Forming Drugs ‘of the World He: alth 
Organization. 56 pages. Price $1.50, paper cover. Washington: 
The Linacre Press, 1949. 


EVERYDAY PSYCHIATRY. John D. Campbell, M.D. Diplo. 
mate, American Board Neurology and Psychiatry; Psychiatrist 
to St. Joseph’s Infirmary and Crawford W. Long _ Hospital, 
Atlanta, Ga.; Instructor in Psychiatry, Emory University 
Medical School; Captain, M.C., U.S.N.R. 2d ed. 394 pages. 
Price $6.00. Philadelphia: J. B. Lippincott Co., 1949. 
Everyday Psychiatry is the scientific book written in 

a Style easy to read. The book is highly recommended 

as an aid to the understanding of motivations and be- 

havior of patients in all specialties of medicine. Each 
reader will probably find a different application of the 
information obtained from this text. 

This reviewer found especially valuable the clarity of 
classification of the psychoneuroses, making it possible 
to classify easily the majority of psychoneurotic patients. 
The problem of futility in treating the immutable psy- 
chopathic patient is well presented documented and con- 
vincing. 

B. J. Mears, M.D. 


RYPINS’ MEDICAL L easy RE Psy Say op IONS. Edited 
by Walter L. Bierring, M.D., F.A 1.R.C.P. (Edin. Hon.) 
6th ed. 690 pages. any $6. 00" a ladelphia J. B. Lippin- 
cott, 1947. 

This book offers a brief review of anatomy, pathology, 
physiology, chemistry, bacteriology, pharmacology, sur- 
gery, medicine, obstetrics and gynecology, hygiene and 
preventive medicine, psychiatry. The plan of the book 














DANIELSON MEDICAL ARTS PHARMACY, INC. 


10-14 Arcade, Medical Arts Building 


PHONES: : HOURS: 
ATLANTIC 3317 825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 
ATLANTIC 3318 MINNEAPOLIS SUN. AND HOL.—10TO1 











PHYSICIANS AND HOSPITALS SUPPLY CO., Inc. 


414 SOUTH SIXTH ST., 


MINNEAPOLIS, MINN 


INSTRUMENTS - TRUSSES - EQUIPMENT - PHARMACEUTICALS - DRUGS 
MAIN 2494 
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BOOK REVIEWS 





is to present a summary of the subject, and to follow it 
by a list of questions commonly found on State Board 


examinations. 
The book affords an excellent basis for review of the RADIUM RENTAL SERVICE 


2525 INGLEWOOD AVENUE 


subjects covered (all that are usually required for State MINNEAPOLIS 5, MINNESOTA 





Board examinations), especially for one who is not a TEL. ATLANTIC 5297 
— recent graduate Anatomy and pathology of course must 
di- be studied in conjunction with specimens and slides, or . ° 
ot at least an illustrated standard textbook, but the various Radium element prepared or" 
The chapters form an excellent outline of the essential ma- type of applicator requested 
terial. 
een The book might also prove useful to medical students ORDER BY TELEPHONE OR MAIL 
— as a final pre-exam review. It would not be suitable as PRICES ON REQUEST 
icy, a general quick reference book because there is little 








detail, and due to the large amount of material covered 
ep" the index is necessarily sketchy. 
alth Introductory notes on the philosophy and nature of 
7 examinations, with particular reference to National and 
State Boards are helpful and well thought out. 

The latest edition features a new chapter on psychiatry. 


SKILL AND CARE! 


Combine with quality materials in 
all Buchstein-Medcalf orthopedic ap- 
pliances. Our workmanship and 


aa J.A.M. et d 

her scientific design conform to the most 

- exacting professional specifications. 
s > Accepted and appreciated by physi- 

Bes. HANDBOOK OF MATERIA MEDICA, TOXICOLOGY, AND 


cians and their patients for more 
than 45 years. 
ARTIFICIAL LIMBS, TRUSSES, 


ORTHOPEDIC APPLIANCES, 
SUPPORTERS, ELASTIC HOSIERY 


PHARMACOLOGY, By Forrest Ramon Davison, B.A., M.Sc., 
p Ph.D., M.D. Consultant and Toxicologist, Minneapolis, Min- 
in nesota; formerly Assistant Professor of Pharmacology in the 
School of Medicine, University of Arkansas, Little Rock; 
led Medical Depestatent, The Upjohn Co., Kalamazoo, Mich., As- 
be- sistant professor of Pharmacology, University of Tennessee 
Medical School, Toxicologist to University Clinics, Memphis, 
ich Tennessee, 4th ed., 730 pages, illus. Price $8.50. St. Louis: 


Prompt, painstaking service 
the & ¥. Mosby Co., 1949. 


Buchstein-Medcalf Co. 


223 So. 6th St. Minneapolis 2, Minn. 








The fourth edition of Davison’s Handbook, just off 
of the press, brings the subject up to date by the addition 
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- REST HOSPITAL 
D. 2527 Second Avenue South, Minneapolis 

A quiet, ethical hospital with therapeutic facilities 
ted for the diagnosis and treatment of nervous and 
or mental disorders. Invites co-operation of all repu- 
pin- table physicians. Electroencephalography avail- 

able. 
m4 PSYCHIATRISTS IN CHARGE 
d Dr. Hewitt B. Hannah 

= Dr. Andrew J. Leemhuis. 
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The Birches Sanitarium, Ine. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


A hospital for the care and treatment of 
Nervous and Mental disorders. Quiet, cheer- 
ful environment. Specially trained personnel. 
Recreational and occupational therapy. 


Psychiatrists in Charge 
L. R. Gowan, M.D. L. E. Schneider, M.D. 
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BOOK REVIEWS 


of the new drugs. This has been done without crowding 
out those drugs and preparations with well-established 
therapeutic value. 

This, as well as the previous editions, is a middle of 
the road type; that is, it does not treat the subject 
superficially, but gives enough scientific detail to satisfy 
the student and the busy practicing physician. At the end 
of each chapter, a list of references is given to guide 
those wishing to make a more thorough study of any 
certain drug. 

F. H. Macney, M.D. 


MANUAL OF MEDICAL EMERGENCIES. By _Stuart C. 
Cullen, M.D., Professor of Surgery, Chairman, Division of 
Anesthesiology, State University of Iowa College of Medicine, 
and E, G. Gross, M.D., Professor and Head of Department of 
Pharmacology, State. University of Iowa College of Medicine. 
267 p. Illus. Price $3.75, cloth. Chicago: Year Book Publishers, 
Inc., 1949, 

Any physician at any time during his lifetime will 
find himself at the scene of an acute medical emergency. 
His conduct at that time is important not only because 
of its reflection on his prestige but because the victim’s 
life depends on it. 

This book discusses principles of emergency care, 


some of which are not commonly known among physi- 
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Contact your wholesale druggist or 
write direct for information 


“DEE” MEDICAL SUPPLY COMPANY 
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TAILORS TO MEN SINCE 1886 


The finest imported and domestic wool- 
ens such as SCHUSLER’S have in stock 
are not too fine to match the hand tailor- 
ing we always have and always will 
employ. 


J. T. SCHUSLER CO., INC. 
379 Robert St. St. Paul 








cians but are, nevertheless, very important. Especiaily 
valuable are the chapters on artificial respiration, circuia- 
tory emergencies, and acute poisonings. This is a con- 
cise, well-written book which may readily be used for 
reference. 


D.W.H. 





TREATMENT OF CARPAL 
NAVICULAR INJURIES 
(Continued from Page 994) 
had an excellent result, with complete range of normal 


painless wrist motion. 


Conclusions 


These are the important points to be remem- 
bered in treatment of carpal navicular fractures: 


1. All injuries of the wrist should be carefully 
examined for possible navicular bone fracture and 
x-rayed immediately. 


2. Initial negative x-rays with positive clinical 
findings for fracture do not necessarily rule out a 
fracture. The wrist should be immobilized imme- 
diately and x-rays taken again in from one to 
three weeks. 


3. Immobilization should be immediate, con- 
tinuous, and prolonged until x-ray evidence of the 
union is demonstrated. 


4. Almost 100 per cent of acute fractures of 
the navicular bone heal with little or no residual 
disability in the wrist if immobilization is insti- 
tuted immediately. 

5. Bone-graft operation, in experienced hands, 
offers the best chance for healing in cases of de- 
layed union and non-union. 


6. Bone grafting is more accurate when the 
proximal navicular fragment is slotted with a 
chisel and the distal fragment drilled under direct 
vision. 
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